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Abstract 
Non-attendance for ophthalmology elective surgeries was found to be one of the top reasons 
for low operating theatre utilisation in a tertiary teaching hospital in Riyadh. The rate of non-
attendance in the year 2011 was 14.5%. The project’s interventions set a goal of decreasing 
surgery cancellations that resulted from non-attendance by communicating the important 
preoperative information to the patients and the use of telephone and short text message 
reminders prior to the surgery. The framework that was used to manage this project was the 
Health Services Executive (HSE) change model. As a result of intervention through calling 
and sending reminders to the patients, the rate had declined to 8.8% out of total 272 patients 
referred for surgeries. This difference in the non-attendance rate was found to be statistically 
significant which indicates the effectiveness of the telephone and short text message 
intervention. The other component of intervention (patient guidance) was introduced in 
addition to the previous ones resulted in a slight increase in the non-attendance rate to 12.8%. 
However, comparing this increase (4%) to the previous 8.8% it was found to be statistically 
insignificant which indicates that the trend is still towards improvement. To test the impact of 
these interventions on the operating theatre utilisation, the review figures of the theatre 
utilisation in the year 2012 were compared with the year 2011. The comparison has shown 
improvement in the average utilisation for the year 2012 (74.59%) compared with a 
percentage of 65.48% for the year 2011. 
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Chapter 1 - Introduction 
 
 1.1. Introduction 
It is becoming increasingly difficult to ignore the negative impact of patient non-attendance 
for elective surgery on loss of hospital resources especially with scarcity of such resources. 
Other potential consequences include; long waiting lists, underutilisation of available 
facilities, disturbing the planned work schedules and depriving other patients of the 
opportunity of an earlier surgical intervention (Lee et al., 2000; Mason, 1992). Hospitals 
invest considerable resources in maintaining operating theatres and having theatre team 
available on an agreed schedule (Garg et al., 2009). However, unexpected non-attendance of 
scheduled patients is of concern for the reason that those patients cannot be replaced from the 
waiting lists at an early stage.  
 
The past decade has witnessed rapid advances in the field of information and communication 
which obviously reflected its advantages on healthcare systems. However, there has been 
little agreement on its importance in a major problem such as patient non-attendance. In 
healthcare, different approaches can be taken to tackle the problem of non-attendance, such 
as telephone or SMS reminders prior to the appointment. The care of patients involves many 
different individuals who need to share information and discuss it with the patient (Coiera, 
2006). Therefore, hospitals must choose the appropriate approach to assure that the patient is 
receiving the correct message at the right time.  
 
The ultimate goal of this change management project was to test the effectiveness of 
communicating important preoperative information on reducing the surgical non-attendance 
rate in a tertiary teaching hospital in Riyadh. This report has been divided into five chapters. 
Chapter 1 is a general introduction about the report. It describes the nature of the change, the 
rationale for carrying out the change and the aims and objectives from the change. Chapter 2 
critiques the literature on the project topic area. It also provides evidence to support the 
rationale for the change. Chapter 3 critically discusses the nature of change and different 
models. It gives a justification of the selected change model as well as an overview of the 
change process carried out under the steps of the change model chosen incorporating issues 
of resistance and power. Chapter 4 discusses the evaluation process, outcomes and the 
financial impact of the change. The last chapter discusses the impact that the change has had 
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on the organisation, strengths and limitations of the project, implications of the change for 
management and recommendations for future improvements. 
 
Throughout this report, the abbreviation OR is used to refer to the operating theatre and 
surgeries as well. The abbreviation SMS stands for Short Message Service. The term “non-
attendance” will be used to refer to the patient who missed his/her surgery appointment 
without cancelling it. It has been used in most of the literature on this topic. The term “no-
show”, abbreviated NS, is used in the United States while in the United Kingdom; a patient 
who failed an appointment is called “did not attend” abbreviated DNA. The three terms give 
the same meaning and can be used interchangeably.  
 
 1.2. Nature of the change 
The project was undertaken in a tertiary hospital in Riyadh which has a capacity of 104 beds. 
This hospital is a university-affiliated hospital which offers Ophthalmology and 
Otolaryngology specialised medical services to the general public. It also has a Diabetes 
Centre as well as general clinics for other specialties. The project has tackled the problem of 
non-attendance for surgeries in the Department of Ophthalmology. This department has 16 
surgeons who are operating in different sub-specialties. Which are: 
- Glaucoma 
- Cornea, External Eye Diseases and Refractive Surgeries 
- Vitreo-retina 
- Oculoplasty 
- Strabismus and Paediatric Ophthalmology. 
 
The ophthalmology clinics receive both follow-up and new patients referred from other 
hospitals and primary healthcare centres in Riyadh and many hospitals in the country as well 
as the patients from the ophthalmology emergency unit within the hospital. The total number 
of patients who were seen in the year 2011 was 17,249 patients.  
 
There was a need to make a change in the patient’s pathway through the admission process 
by adding a step to communicate important preoperative information. This service was not 
provided to this group of patients prior to the change. The author of this report was assigned 
as the project team leader to provide guidance, instruction, direction and leadership to the 
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project team members for the purpose of achieving the expected outcomes. The following 
briefly describes the patient’s pathway before and after the change: 
 
Before the change 
1. All patients in whom an ophthalmic surgery was requested were receiving the date of 
admission and an explanation of the procedure by the surgeon.   
2. Patient was directed by the clinic nurse to the admission office where the admission 
date was entered to the hospital information system and an appointment slip for 
admission was given to the patient. 
3. After that, the patient was visiting the health educator whose role was to ask some 
questions about the patient’s health status to be able to decide which clinic to be 
visited in the pre-hospitalisation unit. According to the patient’s answers, the health 
educator gives appointment with either Anaesthesia or Medical Clinic. The health 
educator gives the patient oral instructions to be followed in the next visit. 
 
After the change  
One step was added to the patient’s pathway which is visiting the OR coordinator. The 
patient was directed from the clinic by the nurse to the OR coordinator whose main role 
was to guide the patient to the places he/she will visit during the preoperative pathway, 
provide each patient with supplementary written information about the pre-admission 
process and call and/or send SMS to the patient as a reminder prior to the surgery date.  
 
1.3. Rationale for carrying out the change 
There is an increasing concern that the utilisation of various ophthalmology operating theatre 
resources at the hospital is affected by the number of patients who do not show up for 
surgeries. This can be seen from the rate of non-attendance in the year 2011 where the 
number of booked ophthalmic procedures was 2804 and a non-attendance rate of 14.5% with 
a number of 408 patients who did not show up for surgeries. The hospital has studied its OR 
utilisation in details and it was found that one of the top reasons for low OR utilisation was 
related to the factor of non-attendance. Within the hospital’s plan to increase the OR 
utilisation, this project was tackling the reason for non-attendance. The project’s 
interventions set a goal of decreasing elective surgery cancellations that resulted from non-
attendance. 
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1.4. Aims and objectives  
The aims and objectives of this project were set around the SMART (Specific, Measurable, 
Attainable, Realistic and Timely) goals tool (Rubin, 2002). The ultimate goal (aim) of this 
project was to reduce surgical non-attendance rates by communicating important preoperative 
information to the patients and to achieve this aim, the following objectives were undertaken: 
1. Evaluate the effectiveness of telephone and SMS reminders on reducing non-
attendance rate for ophthalmic surgeries. 
2. Improve the utilisation of operating theatre resources by reducing the number of non-
attendance. 
 
The team was expecting the project to be a good opportunity to get a feedback from this 
group of patients about the provided service in aiming to use what will be learnt from this 
project to improve the surgical service. It has to be noted that the previous objectives were 
expected to face some limitations according to the availability of an updated patient details 
database, trained human resources and professional change management skills as well as the 
potential threats of resistance to change among involved stakeholders. 
 
 1.5. Summary 
No-shows of patients for their appointments and a failure to cancel them with enough time to 
give an opportunity for other patients who are waiting to receive the care are a major drain on 
hospital resources. When seeking to reduce no-shows, healthcare providers are advised to 
more actively involve the patients in the appointment making and communicate the required 
information (Influence At Work BDO LLP, 2011). Hospitals must employ the effective ways 
to communicate the important information to patients and tackle the wastage consequences of 
no-shows. 
 
This chapter has given an overview of the change, the rationale for selecting such a change 
and its aims and objectives. It was very important to search the previous literature and find a 
good amount of resources to support the need for this change. This has helped in learning 
from others’ experiences and getting the knowledge from the previous studies to start from 
where others have reached. The following chapter starts off with an overview of the reviewed 
literature to go further and discuss the key themes on the change project topic that were 
identified to be important for the future of this project.  
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Chapter 2 – Literature Review 
 
 2.1. Introduction 
A limited amount of the literature focuses on the non-attendance for surgery in relation to 
communication of preoperative information and operating theatre utilisation. By employing 
the effective ways to communicate the important preoperative information to patients and 
tackle the wastage consequences of non-attendance, better utilisation of time and resources 
will be achieved. This chapter focuses on the literature on this change project topic area. It 
provides evidence to support the rationale for the change and summarises the findings of the 
previous literature. A number of articles were found to be relevant to the topic and some of 
the main methods of measurement, interventions and results are discussed here. It is worth 
saying that some studies were conducted in surgical practices and others in out-patient 
clinics.  
 
A search strategy was set at the beginning of this literature review to enhance thinking 
process regarding the topic and focus on the most relevant literature. The used databases 
were: EBSCO (Medline & CINAHL), SciVerse Scopus, PubMed and Ovid as well as the 
“Google Scholar” search engine. The search was conducted using the keywords: No-shows, 
non-attendance rate, patient not turning up, Did-Not-Attends (DNAs), preoperative 
education, preoperative teaching and theatre utilisation. To refine the search, techniques 
including Boolean connectors (OR, AND), ex. (theatre utilisation AND non-attendance rate), 
and quotations (“X”), ex. “preoperative patient education” were used. This was to assure 
getting the exact required information, save time and effort and avoid undesired widening. In 
addition, backward and forward search were used to track published information by 
examining the reference lists of the selected studies and looking at their citations.  
 
An inclusion/ exclusion criteria was determined to develop the theoretical and conceptual 
framework and outline the construct of writing process (Randolph, 2009). The answers to the 
following questions from previous literature were sought: 
1. What are the main reasons for patient non-attendance?     
2. What are the known potential interventions to reduce the non-attendance rates? And 
how successful they are?  
3. What is the importance of preoperative information (in terms of patient attendance for 
surgery)? 
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4. How can non-attendance of patients for surgery affect theatre best utilisation (in terms 
of wasting resources)? 
5. Does patient non-attendance affect surgical waiting lists? 
 
The numbers of potentially relevant articles found using the keywords and keywords 
combinations for every database were: EBSCO = 203, SciVerse Scopus = 1636, PubMed = 
188, Ovid = 282, and Google Scholar = 3320. The search was limited to research articles, full 
text and English language. A search process of filtering titles, abstracts and retrieve the 
relevant references was repeated until reaching 29 articles. Those found to be the most 
meticulously focused literature that is highly related to the topic and follows the inclusion 
criteria. Articles included after reading full text are 15. Most of the selected papers were from 
EBSCO database. A grid which shows an analysis of the reviewed studies is included in 
appendix 1.  
 
 2.2. Review themes 
 
 2.2.1. Reasons for non-attendance 
To date, various methods have been developed and introduced to measure the non-attendance 
rates at hospitals. Reasons for non-attendance were sought in different ways as well. Of the 
15 papers included in this review, 8 explored different reasons for non-attendance by using 
different methods.   
 
Lee et al. (2000) sought the reasons for non-attendance by contacting patients who did not 
attend their preoperative appointments. Of 528 bookings for preoperative appointment, 
15.3% of patients failed to attend. The study found that reasons for patients’ defaulting were: 
appointment forgotten; operation refused; operation done in other hospital; and operation date 
changed. 24 out of 81 (29.6%) defaulting patients could not be contacted. The same method 
was used by Parekh et al. (2003) when they conducted telephone interviews to ascertain a 
reason for patients’ non-attendance. The non-attendance rate was 11% for outpatient, 3% for 
endoscopy and 20% for elective operating theatre appointments. All defaulters were 
interviewed and reasons given by patients were: concurrent illness; personal; holiday; no 
longer required; and no reason.  
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Scott et al. (2002) sought non-attendance reasons for patients where a barium enema was 
requested. They compared the reasons between two groups before and after an intervention of 
personal contact, with supplementary information, during the booking process. The non-
attendance rate for the intervention clinic was 2.5% compared with 15.5% for the comparison 
clinic. They used telephone calls as a data collection tool and found that reasons for non-
attendance were: did not receive appointment; forgot appointment; afraid of investigation or 
result; other commitments; symptoms resolved; and no reason given.  
 
A retrospective method of collecting non-attendance reasons from ward books was used by 
Kok & Singh (2010) in a study to measure plastic day surgery non-attendance rate. Their 
non-attendance rate was 1.79%. They combined their method with telephone calls if reasons 
were not recorded. Reasons obtained were: changed mind; did not receive letter; forgot 
appointment; afraid of surgery; no time; unwell; and miscommunication. Murdock et al. 
(2002) combined telephone calls with a questionnaire survey to explore non-attendance 
reasons in a gastroenterology clinic which had a non-attendance rate of 14%. The 
explanations for non-attendance were: forgot to attend or to cancel; no reason; clerical error; 
felt better; fearful of being seen by junior doctor; inpatient in another hospital; and other 
miscellaneous reasons.  
 
Morrissey et al. (1989) identified 20 reasons for non-attendance of patients booked for 
operation in the department of otolaryngology which had a non-attendance rate of 14.6%. 
They used a letter survey as a method of collecting data. The most common reason was upper 
respiratory tract infection followed by operation not needed and appointment inconvenient. 
Another prospective postal survey for ophthalmology clinic non-attendance was conducted 
by Potamitis el al. (1994) when they listed 16 possible replies and kept a space for any 
alternative explanation. The non-attendance rate was 9.9%. They found that the most 
common reason was patient unwell followed by did not remember. A qualitative paradigm 
was used by Mason (1992) to examine reasons for non-attendance at out-patient clinics. The 
researcher conducted 3 kinds of qualitative measuring methods (open-ended interviews, 
semi-structured interviews, and direct observation) with professionals and defaulters. It 
concluded that causes of non-attendance were multi-factorial.  
 
Literature proves that reasons for non-attendance are generally classified as multi-factorial. 
They differ across healthcare settings, practices, and/or times. It would have given more 
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strength to the studies if the limitations faced by the researchers were acknowledged. The 
analyses of the collected data in most of the reviewed papers used a descriptive approach 
with results expressed as percentages. This gives an impression to the reader that results 
would change according to other factors. The reliability and validity of the used measures 
were not clearly reported.  
 
2.2.2. Most successful interventions 
There have been several successful interventions to reduce non-attendance rates in the 
literature. Different authors have used telephone reminders as an intervention and some of 
them have combined it with other tools. Lee & McCormick (2003) telephoned patients a 
week before their appointments and asked them if they intended to come. The used 
intervention resulted in a decline of the proportion of unused beds from 24.3% to 4.6%. The 
study concluded that phone reminders are useful for encouraging patients to keep their 
appointments. Questionnaires along with telephone screening were used by Basu et al. (2001) 
to examine their impact on attendance for ambulatory surgery. The cancellation rate was only 
2.25% compared to the previous year’s figures which were between 8 – 12%. They found 
them as a very effective tool to reduce the rate of cancellations and it can make an impact on 
the non-attendance rate. 
 
Hardy et al. (2001) conducted a prospective study to evaluate the effect of information given 
to patients along with a telephone reminder before appointments. An information pack was 
sent to the patients two weeks before the appointment and one week before they were 
phoned. They found that this intervention has dramatically reduced outpatient non-attendance 
from 15% to 4.6%. Non-attendance rate was 7.3% in those sent a pack but not phoned and 
1.4% in those sent a pack and phoned. Another study targeted the factors that can be easily 
affected by an intervention of teaching patients through telephone calls about important 
preoperative information (Haufler & Harrington, 2011). They were able to decrease the top 
ten reason of surgery cancellation which is patient no-show from 25.6% to 18% of 
cancellations. Scott el al. (2002) proposed an approach of personal contact combined with 
supplementary information and examined its influence on non-attendance rate. Their study 
showed that simple measures of providing increased patient information and a personal 
contact within the hospital substantially improved attendance rates as mentioned previously.  
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The reviewed literature is quite replete with evidence of the importance on improving 
hospital-patient communication. This communication was improved by the interventions of 
telephone reminders and personal contact with the patients. Those interventions were found 
to be used in most studies and have shown their effectiveness in reducing the non-attendance 
rates.  
 
2.2.3. The importance of preoperative information 
The previously mentioned study by Lee et al. (2000), offered a multidisciplinary service to 
the patients who are to undergo elective operations. In this half-day programme, patients 
were assessed by surgeons and anaesthetists 2-3 weeks before the surgery, as well as 
counselled by nurses if necessary. A health talk, ward tour and operating theatre orientation 
were given to the patients as a group. This programme provided the patients with the required 
preoperative information and showed its positive effect on non-attendance rate. 
 
Telling patients what to expect, reduced the non-attendance rate in the study of Hardy et al. 
(2001) from 15% to 4.6%. The information pack sent to the patients 2 weeks prior to their 
appointments, outlined their forthcoming visit. This information pack stated the name and 
location of clinic, the doctor’s name, day and time of the appointment, where to park, and 
what to bring. It described what would happen during and after the appointment with a flow 
diagram summarising each step of the visit. It also specified what number to call if they are 
unable to attend.  
 
El-Dawlatly et al. (2008) conducted an audit to identify reasons of cancellation of elective 
surgery. The study found that the most common reason was patients’ non-attendance (35%). 
It was obvious to the researchers that there was a problem in communication with patients 
scheduled for surgery. Therefore, they recommended the need for communication improving 
initiatives among their organisation.  
 
In the study by Scott et al. (2002), personal contact with supplementary written information 
was provided as an intervention to communicate important information to patients who will 
undergo barium enema and improve rates of attendance. Patients were accompanied by a 
nurse practitioner to the radiology department. She reiterated the explanation of the procedure 
and provided each patient with a leaflet regarding the procedure. She also confirmed the 
patient’s contact details and provided them with her telephone number for further information 
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or assistance. The post-intervention non-attendance rate was 2.5% compared with 15.5% for 
the comparison group.  
 
As previously mentioned in this review, the intervention initiated by Haufler & Harrington 
(2011) of providing patients with important preoperative information was able to decrease the 
top ten reason of surgery cancellation which is patient no-show. Their calls provided an 
avenue for patient education about preoperative policies and preparedness. The nurses who 
were calling the patients used a script when explaining the importance of restrictions, reasons 
for rules and the likelihood for cancellation of procedures. If any patients’ further needs were 
identified during this call, the nurses were able to follow up with the clinic, anaesthesia team 
or surgeon.  
 
The results of the discussed interventions have shown the importance of communicating 
preoperative information to the patients. Such initiations have provided the patients with the 
needed preoperative information and gave them the opportunity to call the hospital if more 
information or assistance was needed. The benefit of a patient oriented practice would be 
reflected as a better use of hospital resources and improved patient education. The selection 
of the appropriate approach that suits the organisation’s situation has proved its effectiveness 
in reducing non-attendance rates. 
 
2.2.4. Theatre utilisation 
Parekh et al. (2003) conducted a prospective quantitative study to see what percentage of a 
consultant surgeon’s time was being wasted as a consequence of patients’ non-attendance for 
surgery. They found that one-fifth of the consultant’s theatre time was wasted because 
patients did not turn up. This finding was similar to that of Kok & Singh (2010) who found 
that non-attendance for day surgery wastes hospital resources and has significant financial 
implications. They also stated that a low non-attendance rate maximises theatre utilisation. 
According to Macario (2006, as cited in Haufler & Harrington, 2011), one of the eight 
indicators of OR efficiency is a day-of-surgery cancellation rate of less than 5%. The 
intervention of Haufler & Harrington (2011) which targeted the no-show problem, top 10 
reason of surgery cancellations, increased the OR use from 72.% to 75.8%.  
 
Lee et al. (2000) mentioned the indirect effect of preoperative programme on the efficient use 
of operating theatre time by reducing surgery cancellations. This was also identified by the 
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study of Basu et al. (2001) which showed that questionnaire and telephone screening can 
have an impact on both theatre time and cost by reducing non-attendance rate. Shah & 
Bourne (2010) concluded that theatre wasted time can be reduced by improved patient 
attendance of pre-assessment clinic. Finally, Garg et al. (2009) highlighted the need for better 
cancellation of scheduled surgeries to avoid patients’ non-attendance as late cancellations 
was a major cause of inefficient use of operating room time and a waste of resources. The 
study also stated that a better utilisation of operating theatre would be achieved if proper 
administrative measures are taken and highlighted the need of proper planning among staff to 
complete the OR list daily. 
 
A considerable amount of literature has been published on the impact of the non-attendance 
for surgeries on the utilisation of operating theatre. These studies have given a significant 
correlation between the non-attendance rates and operating theatre utilisation. However, they 
would have been more convincing if the authors acknowledged their faced limitations. 
 
2.2.5. Surgical waiting lists 
Patient non-attendance is one of the main factors that negatively affect surgical waiting lists. 
Parekh et al. (2003) suggested the education of general public for reducing non-attendance 
rate that waiting lists are partially their fault. They also stated that even if patients rang 48 
hours before the date of their surgery, this is a too short timeframe to fill the vacant slot with 
a suitable patient. Several studies have suggested considering the importance of replacing the 
cancelled patients at an early stage to manage surgical waiting lists. Morrissey et al. (1989) 
suggested that waiting lists could be reduced by confirming that patients would attend for 
operation and by screening to prevent unnecessary admissions.  
 
Non-attendance hampers efforts to shorten waiting lists as stated by Lee & McCormick 
(2003). Lee et al. (2000) revealed that their intervention of preoperative programme acted as 
a checking mechanism to ensure the presence of the patient for surgery and gave a chance for 
an earlier operation to other patients who needed such surgery. Hardy et al. (2001) agreed 
with these findings when the authors reported that reducing non-attendance offers an 
opportunity to make a better use of hospital resources and to reduce waiting times. Finally, 
the study by Basu et al. (2001) showed that combined questionnaire and telephone screening 
can reduce waiting lists.  
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Reducing non-attendance rates had proven a positive impact on waiting lists. This indicates 
that the effective improvement is not always necessarily through adding more resources but 
via managing the available ones. 
 
 2.3. Summary  
This chapter has discussed what constitutes the best practice in terms of effective 
communication of important preoperative information to reduce non-attendance rate and 
provided an evidence to support the rationale for the change. In the light of research 
discussed in the literature review chapter, it was possible to recognise the importance of 
providing appropriate information to patients to become more informed about their care. The 
magnitude of the non-attendance problem was explored and a gap was found in the literature 
conducted in the Middle East region.  A research question to tackle non-attendance in relation 
to effectively communicate preoperative information has not been asked or answered in the 
region. Therefore, this project decided to employ a precisely weighed combination of the 
previous successful interventions to facilitate the process of making informed decisions by 
patients either to attend their appointments or to cancel them and hence give a chance of an 
earlier operation to another patient.  
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Chapter 3 – Change Process 
 
 3.1. Introduction 
This chapter critically discusses the nature of change and different models. It gives a 
justification of the selected change model which is the HSE change model (HSE, 2008). The 
chapter also gives an overview of the change process carried out under the steps of the chosen 
change model; initiation, planning, implementation and mainstreaming incorporating issues 
of resistance and power. It summarises the main issues arising from the change process. 
 
 3.2. Critical review of approaches to change 
Landy (1989, as cited in Langabeer, 2008) stated that most people dislike change, or rather, 
dislike the vagueness that accompanies change and he mentioned that this idea is supported 
by the well-documented psychological research. Change is essential for any improvement 
initiation and because it is generally perceived to be negative, it is important to minimise its 
resultant disruptions. Langabeer (2008) has suggested a formula to overcome the change and 
has mentioned that without all the components of this equation, change management cannot 
be successful. It can be shown mathematically as: Y = f(m,p,a,r) 
where 
Y = successful change management 
m = management and leadership skills 
p = an operational plan with a vision and strategy 
a = alignment of incentives with those that are sponsoring the change project and those that 
     are working on and for the project  
r = adequate resources.  
 
One question that needs to be asked before initiating a change is which change management 
approach is the most appropriate for the selected change? This question is a very important 
one for the reason that the success of this change initiative will be positively or negatively 
affected according to this selection and the selected model will characterise the plan of the 
change process. There are different types of models of change and some of them are critically 
discussed in this section.  
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Kurt Lewin developed Lewin’s model of change in 1951 to summarise what he believed were 
the basic steps in good planned change (Baulcomb, 2003). He conceptualised change as a 
three-stage process:  
 unfreeze;  
 change;  
 refreeze.  
This model demonstrates the move from the actual situation to the optimal one in a particular 
area. It works with different kinds of change and it helps to visualise, plan and manage each 
stage of the change (Walshe & Smith, 2006). Lewin’s model is a simple and easily 
understood model for change but it is too mechanistic for a world of a continuous 
organisational change (Kanter, 1993).  
 
Kotter (2007) stated that the change process goes through a series of phases in which each 
one usually requires a considerable length of time to produce a satisfying result. He 
summarised those phases in eight steps: establishing a sense of urgency; forming a powerful 
guiding coalition; creating a vision; communicating the vision; empowering others to act on 
the vision; planning for and creating short term wins; consolidating improvements and 
producing still more change and finally institutionalising new approaches (see Figure 1). The 
main advantage of this model is that this is a step by step model, which is easy to follow, but 
its user cannot skip any step or the change process will completely fail (Mento et al., 2002). 
 
 
Figure 1 – Kotter’s eight steps to transforming organisations (Kotter, 2007) 
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Another model is the Meta model of change. The aim of this model is to have a better 
understanding of the basic principles of change process by identifying the common themes 
from a broad range of change literature considering both organisational-based and individual-
based change models.  Its starts with studying the existing or pre-change paradigm to get the 
stimulus and consideration for change followed by validation of the need, preparation, 
commitment to act, transition, results and the new normal. The advantage of using this model 
is that it considers broad range fields of change which brings a different perspective of the 
underlying situations of change stages (Young, 2009). 
 
3.3. Rationale for the change model selected  
The HSE change model has been selected to structure the change which was carried out in 
this project. This model has been developed by the Health Service Executive in Ireland based 
on what works in reality of organisational experience and a comprehensive literature review 
of best practice. This model of change has been grounded in an organisation development 
approach which focuses on the people aspects of change. It combines the organisational 
development approach with project management which brings structure and discipline to the 
change process (HSE, 2008).  
 
The project’s change includes the establishment of new services which are patient guidance 
and reminders prior to the surgery appointments. This change involves structuring a new 
work team, roles and practices. It also involves cultural changes by merging different ways of 
doing things, different values and underlying assumptions. The success of the change in this 
project was relying on the people who are the hospital staff and patients. For change success 
and sustainability over the long-term, an understanding of the culture and a people-centred 
approach had to be addressed. Thus, the HSE model of change was selected as it emphasises 
and acknowledges the necessity of addressing cultural and people aspects in order to ensure 
the continuity of the positive effects of change.   
 
The impact of communicating important preoperative information to patients was the overall 
aim of this project. Hence, the strive for a change model which focuses on the service users, 
provide a comprehensive communication plan that addresses the internal and external 
communications, supports effective team working and supports continuous learning and 
evaluation was in place. Those aspects were inclusively tackled within the stages of the HSE 
change model and are outlined in the following section of this chapter.   
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3.4. Change model  
The HSE change model is based on the four stages of the project management lifecycle; 
initiation, planning, implementation, and mainstreaming (HSE, 2008). Figure 2 demonstrates 
those stages, their underlying steps and the interrelation between them. The following 
outlines in more detail the process of the change management project using the stages of this 
model. 
 
 
Figure 2 – HSE Change Model (HSE, 2008) 
 
3.4.1. Initiation 
The initiation stage of a change process involves the preparation to lead the change. Its 
purpose is to create readiness and capacity in the organisation, to build commitment by 
communicating objectives and expected outcomes in line with its overall aim, and to prepare 
the needed resources, including key groups and people, for a successful change. This stage 
determines the things that need to be paid attention to and planned for (HSE, 2008). The 
initiation stage of this change management project has undergone the following steps: 
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 Identifying what is driving the need for change and the degree of urgency 
Change in this project was driven by performance reviews of the operating theatre 
utilisation. The review figures of the year 2011 have shown a decrease in the utilisation 
and one of its reasons was the rate of non-attendance among ophthalmology patients. It 
was essential to identify the driving and resisting forces associated with the change at this 
step through the Lewin’s force field analysis (Baulcomb, 2003).  
 
Those drivers and resistors are illustrated in Figure 3. The drivers included; meeting the 
organisation’s plan to decrease the rate of non-attendance for surgeries in order to 
improve the OR utilisation, managing waiting times for surgeries by replacing the non-
attended patient with others who are waiting for surgical interventions, the nurses’ 
language barrier which created a difficulty in communicating important preoperative 
information to the patients, providing an opportunity to introduce new services to the 
patients, providing an opportunity to increase patients’ satisfaction and finally the ability 
to update the patients’ contact details database.  
 
Resisting forces = 9 
 
 
 
 
 
 
 
 
Driving forces = 15 
Figure 3 – Force field analysis (Baulcomb, 2003) 
 
The resistors included; the difficulties accompanying the recruitment and training of the 
OR coordinator, the allocation of the space and providing the needed resources, the 
increased anxiety of losing status among the admission staff and the fear among nurses of 
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being unable to cope with the changing of the actual practice. The force field analysis has 
helped to visualise different driving and resisting forces and reach a state of equilibrium 
through adopting different approaches to reduce resisting forces. The degree of urgency 
to change was determined by scoring the driving and resisting forces where the power of 
the driving forces exceeded the resisting ones as shown in Figure 3.  
 
 Clarify leadership roles and identify the key influencers and stakeholders 
The project team structure was built using the multi-team framework (Smither & London, 
2009) by assigning a team leader for the project, involving the supporting leaders in 
designing the change management process and identifying who will carry the 
responsibilities for the delivery of each service (see Figure 4). A stakeholder analysis was 
considered to be a useful tool at this stage to enable identifying the range of stakeholders 
in the project; their influence, morale and stamina (see Table 1). The stakeholders are the 
people who have an interest in the operation’s activities. Those can be internal, in this 
case the employees; and external, who are patients and suppliers (Slack et al., 2010). By 
determining their levels of power and interest, the communication channels were 
discovered.  
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4 – Project Team Structure 
 
 
 
 
Coordinating 
team: 
Project leader, Clinical 
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Ancillary & Support 
Services: 
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Chief of Ophthalmic Unit, Quality Management,  
and Project leader 
 
 
Patients, 
their 
relatives  
& carers 
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Table 1 – Stakeholders Analysis 
High Power/ Low interest High Power/ High Interest 
Patients include their relatives and carers 
University Press 
Surgeons 
Administration team 
OR coordinators 
Ophthalmology clinics & ER nurses 
Low Power/ Low interest Low Power/ High Interest 
Health Educators 
Pre-hospitalisation staff 
Ward nurses 
Admission staff 
 
 Assess readiness and capacity for change 
Having identified the stakeholders, their levels of power and interest and the driving and 
resisting forces helped in determining the readiness for change which was mainly 
influenced by the factor of increased non-attendance rate. The change process has been 
supported by the hospital’s administration which provided a good level of capacity for 
change because this support has facilitated the availability of the infrastructure and 
resources.  
 
 Attend to organisational politics 
An understanding of the organisational politics and the power dynamics was essential to 
develop collaborative relations across the organisation. This was achieved by addressing 
the structures and processes required to support the new change (Mclvor & McHugh, 
2000). The previously mentioned analyses provided an effective approach for this 
understanding.  
 
 Identify the leverage points and opportunities for change 
To identify the leverage points and opportunities for change, the SWOT analysis of the 
current situation was the best model to be used at this stage. Table 2 shows the issues that 
were considered to have an impact on the change management project’s ability to achieve 
its objectives (Walshe & Smith, 2006).  
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Table 2 – SWOT analysis (Walshe & Smith, 2006). 
Strengths Weaknesses 
- The facilitation of the OR coordinator 
recruitment. 
- The organisation has provided the project 
with the needed resources for the change 
initiative such as; space allocation for the 
newly employed OR coordinator, access to 
medical records, booklets printing...etc.  
- The support and facilitation of processes 
from the management was well provided. 
- The demographics of the patients who were 
involved in the change have covered all the 
groups visiting the ophthalmology clinics.  
- Workforce skills level: the basic skills of the 
key person were available and training was 
also provided. 
- Labour cost: the change initiative needed the 
employment of a new OR coordinator and 
with the help of the previously employed 
staff, the work was done in a team. 
- SMS user through the university website 
was available in case of patient’s no answer. 
- Most of the patients who visit the 
ophthalmology clinics have low and 
medium level of education which made it 
difficult to explain the preoperative 
information. 
- Infrastructure: the booking system is based 
on surgeons and guidelines for work were 
not available. 
- No booking system based on technology for 
surgeries. 
- The loss of some cases in the absence of the 
OR coordinator. 
 
Opportunities  Threats/ barriers 
- The opportunity to create new policy and 
regulations for the work of the OR 
coordinator according to the needs and 
expectations of the change initiative. 
- One of the organization’s goals to increase 
the OR utilisation for the year 2012 was to 
decrease the rate of non-attendance which is 
the main objective to be achieved from the 
change. 
- With the increasing level of awareness 
among staff, a tendency to change and 
acceptance of the message was positive. 
- Energy availability: as the OR coordinator 
was newly employed and the team leader 
was the student so the needed energy to 
implement such a change was available. 
- Communicating the change between the 
team members and other stakeholders was 
based on meetings, memos, and emails. 
- The technology impact on the change was 
coming from the previously published 
research found in the internet which 
supports the evidence for the need of 
change. 
- Nurses want to decrease their workload and 
put the load on the OR coordinator.  
- Lack of knowledge within the newly 
employed OR coordinator. 
- Patients’ acceptance of the newly practice. 
- Patients’ answer rate to the telephone 
reminders. 
- Availability of contact details of the 
previously booked patients. 
- No available software for data management. 
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 Perform an initial assessment of the impact of the change 
A project impact assessment was performed at this stage to consider the impact on the 
behavioural, structural and cultural issues, before and after the change (see Table 3). This 
assessment helped in gaining insight into the amount of attention the change required to 
consider during the planning stage. 
 
Table 3 – Project Impact Statement 
Current situation (before the change) Ideal situation (after the change) 
Behavioural:  
1. Patients: The non-attendance rate of the year 2011 
showed an attitude of negligence among the patients 
for informing the hospital about their inability to attend 
the surgery appointments. 
2. Surgeons: Some of the surgeons believed that the 
problem of non-attendance was a cultural issue which 
cannot be fixed or changed. Others were motivated to 
find a successful intervention to reduce rates of non-
attendance and increase their surgical service 
productivity. 
3. OR coordinator: Not available before the change 
and was recruited after this initiation.  
4. Nurses: The booking of surgeries was done at the 
clinic by the surgeon and patient was guided by nurses 
to do the investigations. There was a language 
communication barrier between nurses and patients. 
Behavioural:  
1. Patients: They were expected to respond to the 
instructions of the importance of informing the hospital 
about their inability to attend the surgery 
appointments. Their awareness of the detailed 
instructions and the preoperative pathway may reduce 
their non-attendance rate. 
2. Surgeons: They should be motivated with change 
because their surgical productivity will increase; better 
utilisation of operating theatre resources will be 
achieved and reduced waiting times for the patients.  
3. OR coordinator: A better communication with 
patients was expected which could increase patients’ 
attendance for surgeries and improve patient 
satisfaction.  
4. Nurses: The language communication barrier 
between the nurses and patients was expected to be 
resolved in the availability of the OR coordinator. 
Structural:  
After making the decision for surgery by the surgeon, 
he/she was explaining the procedure and book the 
patient for surgery with the help of the nurse. The 
nurse was providing the patient with needed forms and 
sends him/her to do the investigations. The health 
educator was giving the appointment of anaesthesia 
only and tells the patient very briefly what to do and 
not to do before the surgery. 
Structural:  
The surgeon was expected to explain the procedure 
and book the patient for surgery. The nurse’s role was 
to send the patient to the OR coordinator to get the 
patient’s details and guide him/her about to the places 
he/she was going to visit to do further investigations. 
The patient was to visit the health educator where she 
will reiterate the explanation of the procedure and 
provide educational materials about the surgery as well 
as preoperative instructions.  
Personal:  
The project leader was new to the process of 
preoperative pathway and joined the team of 
improving admission processes to lead this part of the 
project. The given role was to facilitate the change 
process in all its stages. 
Personal:  
The project leader was expected to create the 
commitment for the change among involved groups 
and communicate its vision, deal with the issues that 
might come up with the change process and to provide 
the training for the newly employed OR coordinator. 
Cultural:  
The existing type of culture was a role culture which 
might help to achieve some of the previous mentioned 
objectives as well as it might be a hurdle in achieving 
others.  
Cultural:  
This project was expected to work better with a task 
culture where the speed of reaction, innovation, and 
team work is available. 
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 Outline the initial objectives and outcomes for the change  
As previously mentioned in the introduction chapter, the aims and objectives of this 
project were set around the SMART goals (Rubin, 2002).  The ultimate goal (aim) of this 
project was to reduce surgical non-attendance rates by communicating important 
preoperative information to the patients and to achieve this aim, the following objectives 
were undertaken: 
1. Evaluate the effectiveness of telephone and SMS reminders on reducing non-
attendance rate for ophthalmic surgeries. 
2. Improve the utilisation of operating theatre resources by reducing the number of 
non-attendance. 
 
 Agree initial resource requirements 
The type of resources required to carry out the change were agreed upon during this stage. 
Those included; infrastructural resources, human resources and technological resources. 
The infrastructural resources included; the allocation of the space needed within the 
ophthalmology clinics for the OR coordinator, furnishing the space and providing it with 
the needed goods, and creating new services of patient guidance and reminders prior to 
the surgeries. All human resources were available within the organisation except the OR 
coordinator where the need to recruit a new employee came up. The needed technological 
resources within the office of the OR coordinator included; the availability of a telephone 
to call the patients and perform internal communication within the team members and 
providing the essential computer technology including the intranet and internet services.  
 
It was explored from the force field analysis that the project has faced some difficulties in 
the process of facilitating the allocation of space and providing the needed resources for 
change. The nurses in the clinics were the source of this resistance at that stage as they 
perceived the allocation of space as source of diminishing their needed space. To 
overcome this kind of resistance, the team leader has used the persuasion technique to 
keep the nurses involved in the change process and influence their commitment to change 
(Conger, 1998).  
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 Outline the initial business case for change  
A change management project proposal was prepared at this point. This was after having 
a full analysis of the current situation and the essential information needed to support the 
readiness to carry out this change initiative. The proposal was presented to the 
administration team and an approval to go on and start the change was granted.  
 
3.4.2. Planning 
The planning stage of the change process has provided this project with the complete task, 
resource requirements, service quality definitions as well as the outcome performance 
measurements. Those established the assurance that functional stakeholders understood their 
roles and responsibilities, assurance that problems are known beforehand, and helped in 
identifying the effective corrective actions (Kerzner, 2009). The HSE planning stage included 
three steps which were performed as follows: 
 
 Building commitment  
The vision for change was providing smooth flow and better communication services to 
the patients to enhance the hospital’s resources utilisation. This vision was built by the 
project team after a detailed analysis of the current situation during the initiation stage of 
the change process. The vision had to be as simple as possible because the staff needed to 
understand what patient attendance means for their performance and the overall hospital’s 
performance. To communicate the shared vision for change to different stakeholders, 
several meetings were conducted with the units’ heads to keep them informed about the 
change, its aims and objectives and the expected outcomes. Memos were also sent to be 
distributed to units’ members who were not able attend the previously mentioned 
meetings. The project leader had to personally visit all the involved units to ensure the 
change initiative was well communicated and clarify any vagueness within the project.   
 
In an attempt to increase the readiness and capacity for change, the recruitment process of 
the OR coordinator was completed at this stage and the required space and resources were 
to be prepared. This has helped the project team to get ready and provide the new 
employee with a good period of orientation to the hospital’s system before moving to the 
implementation stage. There was a general orientation which involved the essential issues 
to be known within the hospital (see Appendix 2) and a general training program to 
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introduce the OR coordinator to the different tasks and units (see Appendix 3). The 
involvement of different hospital’s units in the orientation and training process was 
important. However, this has had some difficulties because of the busy staff. To 
overcome this kind of resistance, the resistance has been seen as a constructive tool for 
managing the change though engaging other departments in the change (Waddell & 
Sohal, 1998).   
 
 Determining the detail of the change 
To determine the detail of the change, the project team needed to gather more information 
about the current patient’s pathway during the admission process and assess its alignment 
with the vision for change. A gap analysis was performed to explore possible options to 
produce the desired outcomes. This analysis involved using the procedure of process 
mapping. To depict the flow and activity exchange among participants and show the 
sequencing from start to finish, a flow chart was created which shows the process in 
details (Langabeer, 2008) (see Appendix 4). This process was discussed with key 
stakeholders and the location of the newly provided service was decided according to the 
need of preoperative information within the patient’s pathway. Appendix 5 shows the 
redesigned flow chart with the red coloured added step. 
 
The required change to the current situation was briefly concentrated in two main issues; 
the patient guidance within the first visit to the clinic and the telephone and SMS 
reminders prior to the surgery. Before the change, patients were not called to be reminded 
to attend the surgery appointment. The project team wanted to support the communication 
of preoperative information with reminders for comprehensive efforts and because of the 
evidence of its explored effectiveness from the literature review.  
 
 Developing the implementation plan 
The implementation planning involved lots of aspects to enable the team to assess the 
impact of the change with consistent communication to key stakeholders at all change 
levels. To ensure a safe start off, the following issue needed to be considered before 
moving to the stage of implementation: 
- Preparation and readiness of the OR coordinator’s room with the needed resources 
before implementing the patient guidance service. 
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- The preoperative information and instructions were collected in a form of booklet 
to be given to the patient during the guidance session. It had to be finalised within 
this step to be able to get the required permission for printing. The booklets were 
written in large type taking into consideration the needs of ophthalmology patients 
and the used language was simple in Arabic and English.  Appendix 6 is a sample 
of the day case booklet which was almost similar to the admission cases copy with 
minor differences in the visits flow charts and instructions. This booklet has stated 
the name of the surgeon and type of surgery, day and time of the appointments, 
and what to bring. It described what would happen during and after the 
appointment with a flow diagram summarising each step of the visit. It also 
specified what number to call if they are unable to attend.  
- The job description for the OR coordinator (see Appendix 7) and a more detailed 
training guidelines (see Appendix 8) for the specific tasks to be performed were 
outlined.   
- Ensure the connectivity of the IP phone to implement the telephone reminders 
task, the creation of the SMS account which was provided by the University’s 
website, the access to the Health Information System (HIS), and the Electronic 
Health Records (EHR). These systems provided the OR coordinator with the 
patient’s registered contact details. By consulting the Patient’s relations 
Department to get an advice from their experience with patients calling, they 
recommended getting the patients contact details during the guidance session to 
ensure having an updated database of telephone numbers (see Appendix 9).    
- The implementation effective date along with the implementation plan were 
agreed to start on the 25
th
 of February, 2012. All the involved people were aware 
to get ready for a promising start.   
 
3.4.3. Implementation 
Following the intensive analysis and planning to reach the most readiness and capacity to 
change, the implementation stage was started. Its key activities were: 
 
 Patient guidance 
- Start receiving the patients booked for surgeries and providing the necessary 
guidance to them. To tackle the problem of non-attendance, the OR coordinator 
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was trained to create a sense of the difficulties that will face the patient if he/she 
did not attend without cancelling the appointment in advance. It was also 
mentioned and red coloured within the booklet of preoperative information where 
patients were guided to carefully read it and call the hospital if re-scheduling or 
further assistance was needed (see Appendix 6).   
- Guide the patient to the places he/she will visit during the admission pathway by 
showing him/her pictures of those places in a form of pictures book (see Appendix 
10). This has helped in making the patient imagine the admission pathway and 
decrease the anxiety from a perceived complicated admission process. 
- The project faced a resistance from the admission office staff in its first days of 
implementation. They saw this guidance service to be a source of time wastage for 
the patients. The same technique of persuasion was used to overcome this kind of 
resistance.  
 
 Telephone and SMS reminders 
- The OR coordinator called the patient to reconfirm the anaesthesia, admission and 
surgery appointments. If no answer, a text message (SMS) was sent as a reminder, 
providing a telephone number to call the hospital and confirm attendance. If the 
patient was not able to come or did not answer, the OR coordinator informed the 
surgeon to replace the patient from the standby list where she also made sure that 
the replaced patient was ready.  
- Patients were informed if any cancellation or rebooking was needed for any 
hospital related reason. 
 
 Liaising with the surgeons about the cancelled patients and rescheduling appointments 
The Ophthalmology Department has 16 surgeons. Each surgeon has his/her own 
admission and surgical day. The OR coordinator was asked to provide each surgeon with 
a list of confirmed patients for surgeries and this list had to be provided during the clinic 
prior to the surgical day of each surgeon. The OR coordinator was able to prepare this list 
through performing the telephone reminders task. The surgeon replaced the patients who 
were not able to attend for any reason as follows: 
Option 1: Patients were replaced from the previously ready patients. In this case, the OR 
coordinator needed to call the previously booked patients to inform them about the 
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rescheduling and confirm their attendance. If they were not able to attend, she needed to 
inform the surgeon again to find other patients. 
Option 2: Ready patients from the clinic were booked. Those patients were guided as 
mentioned in the patient guidance task. 
 
 Data management 
A meeting was arranged with the representatives from the Ophthalmology clinics, Pre-
Hospitalisation clinic and operating theatre to agree the best way of communication and 
avoid the loss of information. The needed information to be shared with the Pre-
Hospitalisation clinic is the given appointment by the Health Educator, is the patient fit to 
undergo the surgery and if there is postponement or cancellation due to health status. The 
way to communicate this information agreed upon during this meeting was to provide the OR 
coordinator with a daily list of appointments (see Appendix 11) and daily list of patients’ 
results (see Appendix 12). The need for data management was essential to prepare for the 
final evaluation and mainstreaming stage. The OR coordinator had to make sure that all data 
for the patients booked for surgeries was well managed (paper filing and electronic data 
entry). For more details, see Appendix 8. 
 
3.4.4. Mainstreaming 
This stage of the HSE change model involved two steps; making it “the way we do our 
business” and evaluating and learning. The mainstreaming of the change is to focus on 
integrating and sustaining the new ways of working with the evaluation for continuous 
improvement (HSE, 2008).  Once a change has been accepted and implemented, the initiators 
of the change must keep working with the people and emphasise the positive effects of the 
change. This stage works on preserving the momentum generated by the change and prevent 
people from slowly lapsing to the old habits. 
 
To review the project success up to this stage, a summarised report was prepared. This report 
has been submitted to the management of the department and the hospital to acknowledge the 
change achievements and to embed its positive effects. It was important for the change to be 
sustained to take some time and celebrate its success with the involved stakeholders. 
Achievement certificates were presented to the key people acknowledging their efforts. The 
purpose of this celebration was to provide the needed support to reach the level of integrating 
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the new services with the daily activities. This celebration also gave a positive effect to 
ensure that all stakeholders understood how the hospital operates in response to the 
expectations of the service users and the continuously changing environment.  
 
The main change in this project was introducing new services of guidance and reminders to 
the patients. For the reason that the change has involved the patients, it was essential to 
integrate the new services system-wide in order to establish success within the organisation 
and externally with the service users. To involve the service users in this change, the project 
team has decided to use this opportunity in taking a feedback from the patients by giving 
them the chance to reflect their opinions in positive and negative manners. The last page of 
the previously mentioned booklet was to be filled by the patient and returned to the hospital 
on the day of surgery to get a feedback about the whole admission process (see Appendix 6).  
 
To ensure that the newly introduced services have the required decision-making and 
performance review processes for their continuity within the system, they were connected to 
the clinics chain of command. At this stage the communication processes were also integrated 
between the main provider of the service who is the OR coordinator, the involved units’ staff, 
and patients. The evaluation process, which was started since the initiation stage through the 
whole change, was getting its shape at this stage and the learning points were explored. This 
process of evaluating and learning is discussed in more details in the evaluation chapter. 
 
3.5. Summary 
The change process chapter has given a review of different approaches to change. It has 
discussed the advantages and disadvantages of the Lewin’s model of change, Kotter’s eight 
steps for changing organisations and the Meta model of change. This discussion was followed 
by the selection of the change model for the project, HSE change model, and the rationale for 
selecting it. The chapter has then outlined the phases of this project using the stages of the 
HSE change model as a framework for the change. The progress was considered to be smooth 
gaining the benefit from the comprehensive followed approach. The initiation and 
implementation stages have used different tools to give a full analysis of the current situation 
to move to the implementation stage where the desired situation was achieved. The 
mainstreaming stage has considered a system-wide integration of the achieved desired 
situation.  
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The following chapter addresses a part of the mainstreaming stage which is the process 
evaluation and learning from the change. It discusses the evaluation process, outcomes and 
the financial impact of the change.  
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Chapter 4 - Evaluation 
 
4.1. Introduction 
Evaluation is the final and most important stage of any change. However, it is a continuous 
process which needs to be incorporated to all stages of the change. The planning for the 
evaluation process must consider the determination of the most appropriate measures of the 
expected outcomes from the change (Skinner, 2004). This will allow the impact of the change 
on the organisation’s quality of service and productivity to be assessed. Evaluation process 
takes into account the assurance of meeting the planned objectives. Its continuity allows the 
measurement of the deviation from the plans of change and bring things back in line. It also 
clears up the unexpected problems or interruptions to services. People’s behaviour to change 
is a very critical issue in the change management. The evaluation process allows the 
organisation to evaluate people’s perception of the change and does the necessary 
arrangements in response.  
 
Outcomes are the benefits or changes for the organisation during or after the implementation 
of an activity (United Way of America, 1996). Organisations must emphasise on the 
measurement of change outcomes and communicate them to their members (Figueroa et al., 
2002). Outcomes measurement allows the organisation to ensure that it continues to stay up 
with the changing needs of its external and internal environments.  
 
This chapter begins by discussing the evaluation process of this project’s change initiative 
and the used methods and tools. It will then assess the outcomes and the financial impact of 
the change to end up with an evaluation stating whether this change initiative has had the 
desired effect or not.  
 
4.2. Evaluation methods and tools 
This project was set out to provide smooth flow and better communication services to the 
patients to enhance the hospital’s resources utilisation. This was to be achieved by a change 
effort tackling the problem of patients’ non-attendance. It was important to determine the 
methods and tools for evaluating this change during the initiation stage and create the needed 
capacity for evaluation through the planning stage. As stated previously in this report, the 
major components of the change were; patient guidance and telephone and SMS reminders. 
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During the initiation and planning stage, the appropriate methods and tools for evaluation 
were determined according to the project’s aims and objectives.  
 
The capacity for evaluation was established to test the effectiveness of the implemented 
changes in the preoperative pathway. This was achieved through the use of an evaluation 
framework and sourcing of resources that support project evaluation planning and 
implementation. The evaluation framework involved two measures which were the main 
measures of performance to be affected by the change. Those are the rates of patients’ non-
attendance and the operating theatre utilisation. The data gathering process was the 
responsibility of the project leader to be completed in liaise with the OR coordinator and the 
operating theatre staff.  
 
To evaluate the effectiveness of communicating important preoperative information to the 
patients on the attendance for surgeries, the rates of patients’ non-attendance were compared 
before and after the implementation of the patient guidance service. The same method was 
used in the evaluation of the impact of telephone and SMS reminders on the non-attendance 
where these rates were compared before and after this newly provided service. One of the 
project’s objectives was to test the impact of reducing non-attendance rate on the operating 
theatre utilisation. To measure this effect, the performance reviews of the operating theatre 
utilisation in the year 2012 were compared with the year 2011. It was essential for this 
comparison to be significant to use the proper statistical methods as shown in the results 
section.   
 
The impact of changing the daily activities among the involved people in this change had to 
be assessed. A project impact statement involving the behavioural, structural, personal and 
cultural issues were used to compare how things were in relation to those issues before and 
after the change. The behavioural issues described the attitude of the key people involved 
with the change. The structural issues involved the way roles and responsibilities were 
organised before and after the change. The contribution of the team leader to the old and new 
realities determined the personal issues of the project impact statement. Finally, the most 
important cultural issues were described to assess how things were done around the 
preoperative pathway before the change and how things have changed after addressing the 
affected things. 
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It was very important to evaluate how the team leader of this change management project 
dealt with the issues that came up with the process of change. This is because the project 
leader is responsible for making sure the project is carried out well and completed. To 
evaluate the performance of the team leader of this project, the leader’s perspective of the 
personal performance was considered as well as the key people involved in the change were 
asked to give an up to date evaluation on the following items: 
 The ability to communicate the change vision to the stakeholders 
 Communication skills 
 Decision making  
 Problems solving 
 Time plan management 
 The ability to facilitate the required infrastructure and resources 
 The passion for achieving the required impact on the organisation 
 Functionality 
 Availability and accessibility 
 
Understanding service user perspective is an integral component of evaluating healthcare 
services (CDC, 2012). Service users’ feedback consists of the opinions of patients on the care 
they have received. Healthcare organisations can understand patient feedback in many ways 
such as; surveys, audits, comments and complaints. By measuring patients’ experiences of 
the provided services, organisations will explore the needs for improvements (Picker 
Institute, 2009). The change in this project had a direct impact on the patients by 
implementing the newly provided services of guidance and reminders. The evaluation plan of 
this project considered the patients feedback to be sought. This was to be achieved by giving 
the patients the opportunity to convey their positive and negative perspectives. The purpose 
of seeking patient feedback was to give a direct insight into what is working well and what is 
not working well. Gathering those perspectives was planned to be at the end of the 
preoperative pathway to ensure having an effective learning from the evaluation. 
 
Financial impact of the change on the organisation is to be the most important indicator of 
success for this project. By going back to the project’s objectives, the reader will know 
whether the financial impact on the hospital is achieved. As stated previously in this report, 
hospitals invest considerable resources in maintaining operating theatres and having theatre 
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team available on an agreed schedule (Garg et al., 2009). Unexpected non-attendance of 
scheduled patients is of concern for the reason that those patients cannot be replaced from the 
waiting lists at an early stage. The utilisation of different resources in the operating theatre 
was measured by the most important indicator which is time as it involves the availability of 
all resources on an agreed schedule for the patient. The number of allocated hours was 
compared with the number of actual hours for the surgeon who is the most important service 
provider in the operating theatre.    
 
4.3. Evaluation results 
As discussed previously in this chapter, a variety of methods and tools were used for the 
evaluation of the implemented change. The project leader was aware that the change is still 
considered to be in its stage of implementation and it was too early to get the final results of 
its evaluation. However, for the reason that the evaluation is always considered to be a 
continuous process, it was beneficial to the progress of this project to get preliminary results 
which could show the trend of its impact.  
 
The process of enhancing the communication channels with the patients was initiated and 
planned starting from the month of October 2011 through January 2012. Its implementation 
was effective in the last week of February 2012. The data collection was completed by the 
end of March 2012, for the purpose of comparison with the historic data of the same period 
from the previous year. The introduced changes to the patient’s preoperative pathway 
reflected an improvement in most of the areas. However, if the evaluation was extended to 
compare the year 2012 with its previous, more significant results would show the real impact 
of this change. The key findings from evaluating those changes included the following: 
 
 Patient guidance and telephone and SMS reminders 
As previously mentioned in the literature review chapter, prior studies have noted the 
importance of communicating the preoperative information to the patients as well as 
the effectiveness of telephone and SMS reminders on the attendance rates. 
Henceforth, this project has included a variety of ways to communicate the important 
preoperative information to the ophthalmology patients. These involved the patient 
guidance using a pictures book as stated in the change process chapter, providing the 
patient with a preoperative information booklet and reiterating the importance of 
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calling the hospital if cancelling or rescheduling was required. The telephone and 
SMS reminders have supported the patient guidance intervention to come up with a 
comprehensive change initiative.   
 
To evaluate these interventions, a comparison between the rates of non-attendance in 
the year 2012 and the previous year was conducted. It has to be noted that the actual 
implementation of those changes started in 25 February 2012. Those rates were 
grouped according to the type of intervention as follows: 
Group 1:  The previous rate for 2011 was 14.5% who did not show up on surgery day 
out of total 2804 referred for surgeries.  
 
Group 2: In 2012, as a result of intervention through calling and sending SMS 
reminders to the patients who were booked before 25 February 2012, the rate had 
declined to 8.8% out of total 272 referred for surgeries. This difference in the non-
attendance rate (5.7% decrease) was found to be statistically significant (p = 0.0126, 
95%CI: 1.48% - 9.07%) which indicates the effectiveness of the telephone and SMS 
intervention. 
 
Group 3: The other component of intervention (patient guidance) was introduced in 
addition to the previous telephone and SMS reminders. Assessment of the rate after 
introducing the second component yielded that there was a slight increase in the non-
attendance rate to 12.8% (with limitation of the very short period of assessment). 
However, comparing this increase (4%) to the previous 8.8% it was found to be 
statistically insignificant (p = 0.433, 95% CI: -3.89% - 14.6%) which indicates that 
the trend is still towards improvement. Nevertheless, there may be some undetected 
variable(s) that may have contributed to this slight increase.     
 
 OR utilisation 
To test the impact of reducing non-attendance rate on the operating theatre utilisation, 
the performance reviews of the operating theatre utilisation in the year 2012 were 
compared with the year 2011. Although it is widely known in the health services 
research that the outcomes of change need a long period of time to be actually 
measured, the percentages of time utilisation in the ophthalmology operating theatre 
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during the evaluation period which was five weeks (25 February – 30 March, 2012) 
with its relative period in the year 2011 (19 February – 25 March, 2011) were 
compared (see Table 4). With the statistical analysis of the collected data, the 
comparison has shown that the average utilisation for the year 2012 was 74.59% 
compared with a percentage of 65.48% for the year 2011 (see Table 5 and Figure 5). 
A decrease in the utilisation was clearly detected in the second week and the reason 
for this decrease was reported in the operating theatre due to the sand storm. With this 
comparison, the figures show a consistency in the utilisation for the year 2012 unlike 
the high variation within the figures of 2011. 
 
Table 4 – Comparison of the OR utilisation rates 2011 & 2012 
Week 
 
2011 
Percentage 
of utilisation 
per week 
 
2012 
Percentage 
of utilisation 
per week 
1 Feb 19 - Feb 25, 2011 79.29% Feb 25 - Mar 02, 2012 64.46% 
2 Feb 26 - Mar 04, 2011 16.27% Mar 03 - Mar 09, 2012 89.93% 
3 Mar 05 - Mar 11, 2011 66.50% Mar 10 - Mar 16, 2012 74.08% 
4 Mar 12 - Mar 18, 2011 84.31% Mar 17 - Mar 23, 2012 81.43% 
5 Mar 19 - Mar 25, 2011 81.03% Mar 24 - Mar 30, 2012 64.61% 
 
Table 5 – Statistical comparison of the OR utilisation rates 2011 & 2012 
 
Statistics 
 2011 2012 
N 
Valid 5 5 
Missing 0 0 
Mean .654804 .749020 
Median .792892 .740809 
Std. Deviation .2832578 .1100071 
Minimum .1627 .6446 
Maximum .8431 .8993 
 
Comparison of means using Mann Whitney U test, there were no statistically significant difference 
between OR utilization rates: p = 0.917 
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Figure 5 – Comparison of the OR utilisation rates 2011 & 2012 
 
 Project Impact Statement 
As mentioned previously in this chapter, the project impact on the behavioural, 
structural, personal and cultural issues were evaluated. These were analysed before 
the change and compared with their expected outcomes after the change. This 
analysis was conducted at the initiation stage of this project (see Table 3) and was 
used to evaluate those expectations and compare them with the actual impact after the 
change.  
 
 
 
 
 
 
 
 
 
 
 
% 
% 
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Table 3 – Project Impact Statement 
Current situation (before the change) Ideal situation (after the change) 
Behavioural:  
1. Patients: The non-attendance rate of the year 2011 
showed an attitude of negligence among the patients 
for informing the hospital about their inability to attend 
the surgery appointments. 
2. Surgeons: Some of the surgeons believed that the 
problem of non-attendance was a cultural issue which 
cannot be fixed or changed. Others were motivated to 
find a successful intervention to reduce rates of non-
attendance and increase their surgical service 
productivity. 
3. OR coordinator: Not available before the change 
and was recruited after this initiation.  
4. Nurses: The booking of surgeries was done at the 
clinic by the surgeon and patient was guided by nurses 
to do the investigations. There was a language 
communication barrier between nurses and patients. 
Behavioural:  
1. Patients: They were expected to respond to the 
instructions of the importance of informing the hospital 
about their inability to attend the surgery 
appointments. Their awareness of the detailed 
instructions and the preoperative pathway may reduce 
their non-attendance rate. 
2. Surgeons: They should be motivated with change 
because their surgical productivity will increase; better 
utilisation of operating theatre resources will be 
achieved and reduced waiting times for the patients.  
3. OR coordinator: A better communication with 
patients was expected which could increase patients’ 
attendance for surgeries and improve patient 
satisfaction.  
4. Nurses: The language communication barrier 
between the nurses and patients was expected to be 
resolved in the availability of the OR coordinator. 
Structural:  
After making the decision for surgery by the surgeon, 
he/she was explaining the procedure and book the 
patient for surgery with the help of the nurse. The 
nurse was providing the patient with needed forms and 
sends him/her to do the investigations. The health 
educator was giving the appointment of anaesthesia 
only and tells the patient very briefly what to do and 
not to do before the surgery. 
Structural:  
The surgeon was expected to explain the procedure 
and book the patient for surgery. The nurse’s role was 
to send the patient to the OR coordinator to get the 
patient’s details and guide him/her about to the places 
he/she was going to visit to do further investigations. 
The patient was to visit the health educator where she 
will reiterate the explanation of the procedure and 
provide educational materials about the surgery as well 
as preoperative instructions.  
Personal:  
The project leader was new to the process of 
preoperative pathway and joined the team of 
improving admission processes to lead this part of the 
project. The given role was to facilitate the change 
process in all its stages. 
Personal:  
The project leader was expected to create the 
commitment for the change among involved groups 
and communicate its vision, deal with the issues that 
might come up with the change process and to provide 
the training for the newly employed OR coordinator. 
Cultural:  
The existing type of culture was a role culture which 
might help to achieve some of the previous mentioned 
objectives as well as it might be a hurdle in achieving 
others.  
Cultural:  
This project was expected to work better with a task 
culture where the speed of reaction, innovation, and 
team work is available. 
 
 
The expected impact of the behavioural patterns which involved the attitude of key 
people in the change has shown the following: 
Patients: Their response to the change was expected to be better than what has 
resulted in the rate of non-attendance. However, the rates of non-attendance have 
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indicated a trend towards the improvement which may show a better response with 
this change given some time. 
 
Surgeons: It was still early for the surgeons to feel the impact of reducing non-
attendance rates on their productivity. Convincing them with an increase in their 
performance after five weeks of the change was not to be of any effect as they used to 
be informed about their productivity on a yearly basis. However, some doctors have 
admitted the positive effects of the change when they were asked to replace the 
cancelled patients with others from the previously booked patients or patients from 
the clinic as mentioned in the change process chapter.  
 
OR coordinator:  The attitude of the newly employed OR coordinator has shown 
some good result. This result was impacted by communicating the change vision to 
this employee and the exposure to an extensive training. 
 
Nurses: The nurses were very happy to have a person who could help them in the 
communication with the Arabic speaking patients. They found this change to be of a 
positive impact which could help in having more organised work. 
 
The structural expected organisation of the roles and responsibilities after the change 
was successfully achieved. The evaluation of the project leader’s performance which 
involved the personal issues in this statement will be discussed later in this chapter. 
Finally, the cultural issue on the way things were done after the change was expected 
to work better with a task culture where the speed of reaction, innovation and team 
work is available (Handy, 1999). It was very early to evaluate the intangible cultural 
aspects of the change at this stage of the project for the reason that changing culture 
is the most difficult aspect that a change initiative would tackle.  
 
 Leader’s performance 
The leader’s performance considered the personal perspective of the leader where the 
expected and actual impact were compared using the project impact statement. The 
project leader was expected to create the commitment for the change among involved 
groups and communicate its vision, deal with the issues that might come up with the 
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change process and to provide the training for the newly employed OR coordinator. 
Those were achieved to an extent which can be considered a good one. However, 
there have been difficulties and resistance from the groups involved in the change 
which the leader could overcome some and skip others.  
 
The key people involved in the change were asked to give an up to date evaluation of 
the project leader. This was conducted by having informal conversations with six 
people and they were given the evaluation forms to fill in. They were asked to give a 
feedback on the ability of the leader to communicate the change vision to the 
stakeholders, evaluate the communication skills, the decision making, the ability to 
solve problems, time management, the ability to facilitate the required infrastructure 
and resources, the passion for achieving the required impact on the organisation, the 
functionality, availability and accessibility. The evaluation scale composed of; Poor, 
Good, Very Good and Excellent. The overall evaluation (see Figure 6) given was: 
78% answered ‘Very Good’ and 22% answered ‘Excellent’. The detailed evaluation 
result is shown in Appendix 13.  
 
 
 
Figure 6 – Overall evaluation of leader’s performance 
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 Service users perspectives 
In an attempt to evaluate the service users’ perspectives on the provided services, the 
project has used a feedback survey which was given to the patients to be filled in at 
the end of their preoperative pathway as previously mentioned in this chapter. This 
survey was given to a number of 276 patients in the period of 25 February – 28 
March 2012. Of this number 70 were booked for surgeries before the end of the 
evaluation period (28 March 2012). The response rate to the survey was 14.2% 
(10/70). This rate was found to be low which may indicate that the patient’s 
perspective was positive. However, this might not be true because most of the 
patients who returned the feedback forms had answered the questions in a general 
way which means that they did not understand the purpose of this survey. Appendix 
14 shows the patients’ answers.   
 
 Financial impact 
As the change has been conducted in a public hospital where the report of the 
financial statements and analysis is produced on an annual basis, the actual financial 
impact by the change on the operating theatre was still far beyond reach. Another 
reason is that recruiting a new employee and facilitating the necessary resources for 
such a change would need longer period for evaluation. However, the operating 
theatre utilisation figures based on five weeks data which were compared with the 
last year relative weeks, have shown an improvement as stated previously in this 
chapter. The utilisation here which was measured by the indicator of time has 
involved all the operating theatre resources.   
 
4.4. Summary 
This chapter began with giving an understanding about the evaluation process and the 
outcomes of change. It was important to note that the evaluation is a continuous process 
which incorporates the different stage of change and even after a completed process to ensure 
the continuity of the achieved developments by the change. The different methods and tools 
that have been used to facilitate this evaluation process and measure the change outcomes 
were also discussed in this chapter. It has been noted that some of those tools could not help 
in getting the actual desired outcomes at such an early stage of the change. However, others 
have shown that the trend is towards improvement.  
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In the next and final chapter a discussion and conclusion of the dissertation report will be 
given. It starts with a more detailed discussion about the impact that the change has had on 
the organisation. It will then consider the strengths and limitations of the project and what 
implication did this change leave for the management. Finally, it gives a list of 
recommendations for future improvements.  
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Chapter 5 – Discussion & Conclusion 
 
5.1. Introduction 
This chapter identifies the strengths and limitations of this change project and the 
implications arising from this process for the management of the department of 
ophthalmology and of the hospital. The implications link between the issues that were 
identified in the change literature and became subsequently evident during the stages of the 
change process. These issues relate to the key concepts of the change such as: look at change 
as an improvement, engaging with the many groups who need to contribute to change and 
embedding its positive outcomes in the organisation. According to the exploration of these 
issues, this chapter will give recommendations for future improvements within the topic of 
the dissertation and other change initiatives in the hospital.  
 
5.2. Strengths and limitations of the project 
The ultimate aim of this project was to reduce surgical non-attendance rates by 
communicating important preoperative information to the patients. Particularly, the project 
set out to establish two new services which are patient guidance and telephone and SMS 
reminders. Those services have shown their effectiveness in decreasing the rate of non-
attendance in the literature which was discussed in the literature review chapter. The project 
was structured and implemented using the HSE change model. It was established within the 
hospital’s initiatives to decrease the rate of non-attendance in the department of 
ophthalmology. It was supported by the hospital management for the reason that its expected 
outcomes meet the organisation’s needs. Therefore, the availability of the needed resources 
and the capacity for the change was facilitated by the hospital management. 
 
This project has given the department an opportunity to create a new policy and regulations 
for the newly provided services according to its needs and expectations from the change. 
Those regulations have resulted in other underlying opportunities which gave positive effects 
on the change and the organisation in general. The patient satisfaction is considered to be a 
relevant outcome of improving the hospital-patient communication (Brédart et al., 2005). 
Such a change in the organisation is enhancing the channel of communication with the 
patients which is considered being a strong point that will result in an increase in patient 
satisfaction over time. Another opportunity that was offered by this change was to manage 
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waiting times for surgeries through the ability to replace the patients who were not able to 
come to their appointments with other patients who were waiting to undergo certain 
surgeries.   
 
The nurses’ language barrier which was hindering them from communicating important 
preoperative information to the patients was significantly affected by this change which 
provided the opportunity to overcome this problem. It was mentioned in the introduction 
chapter that this project was expected to face some limitations according to the availability of 
an updated patient contact details. To overcome this, the project plan involved updating 
patients’ contact details during the guidance session. This also has reflected the project’s 
strengths in creating opportunities for problem solving. It had to be mentioned that the 
acceptance level to change among involved groups was of a support as well as the energy for 
change among the key people who are the newly employed OR coordinator and the project 
leader.   
 
The limitations that faced this project included a variety of issues. The main one was that the 
required timeframe for such a change has only allowed for an initial evaluation of the 
outcomes. Although the evaluation trend has shown a direction towards improvement, the 
actual effects could not be measured at this point. Another limitation was the lack of 
information technology within the process of booking for surgeries which created difficulties 
in the process of retrieving the non-attendance data as those were based on the paperwork. 
The new services were introduced in a busy department which has eight clinics per day. The 
patients booked for surgeries were referred to the OR coordinator for guidance who was also 
requested to perform the telephone and SMS reminders, liaise with surgeons to replace the 
patients who will not be able to attend and do data management as well. Having one 
employee to work in such a busy department has had a limitation of overloading this 
employee with lots of tasks.  
 
5.3. Implications of the change for management  
As the change implementation ultimately depends on the attitudes and behaviours of 
organisational members (Herold, 2004), those members needed to look at the change as an 
improvement which will have positive implications on the organisation. The project’s team 
has considered the fact that the change will involve a transition or a journey for the 
individuals within the organisation. They tried to understand their perspectives and their 
 5. Discussion & Conclusion44 
 
natural reactions through choosing the proper strategies for change (Kotter, 2008).  This was 
achieved by conducting several meetings and creating the proper channels for communication 
with key people to communicate the change vision. It has supported the transition to ensure 
the success of the change process and engaging with the many groups who need to contribute 
to change. It also has helped the organisation to build collaborative relationships among the 
key stakeholders which is an essential feature of effective change (HSE, 2008). 
 
As a result of the implemented change, the definitions and purposes of different terms such 
as; non-attendance, cancellation, postponement and re-scheduling were clarified to be 
differentiated. Those definitions were communicated to the involved groups. This has 
provided the hospital with a better organisation of the work and reflected its effects on the 
quality of patient care. The quality of patient care was also enhanced by the newly provided 
services that tackled the improvement of hospital-patient communication.  
 
Embedding change in an organisation means ensuring that the change becomes ‘the way we 
do our business’ (HSE, 2008). The key was to embed the positive outcomes of the change in 
the organisation. The new policy and regulations for the newly provided services enabled the 
department to create the needed lines of responsibilities and accountability in the new system. 
The decision-making processes were based on transparency to ensure having the proper 
decisions which last longer and give positive outcomes. It is worth saying the change was 
integrated into the hospital’s processes and cannot work independently. Therefore, the change 
leader ensured its incorporation with the existing organisational processes. On the 
departmental level, a research team was formed to explore the reasons of non-attendance in 
order to build a system to refine and continuously improve the provided services (HSE, 
2008). This would be achieved by tackling other reasons for non-attendance according to the 
research results. 
 
5.4. Recommendations for future improvements 
Several recommendations were found to be of an improvement for the organisation if 
undertaken. These were discovered through the different stages of change and the exploration 
of implications of the change for management. Although the change in this project has shown 
a trend towards promising results, further improvements should be considered to assess the 
continuity of its positive outcomes. Based on this the following recommendations are given: 
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 The introduction of information technology to the surgical services which must 
include an electronic booking system that enables all the involved groups to know 
that a patient is booked at a certain date for a certain surgery and update the status of 
the patient’s journey through the admission pathway. This system will save lots of 
time and efforts within different individuals in the organisation and keep them 
updated if any change happen during the whole process. It is also recommended to 
connect this electronic system to the operating theatre to enable connecting between 
different information about the patients and produce an accurate OR utilisation 
figures. 
 
 It was mentioned previously in this chapter that the department has a big number of 
surgeons and clinics which produce a high number of patients who have surgical 
treatments. As a start for the change, the availability of one OR coordinator was 
beneficial but the recruitment of an additional OR coordinator will enable the 
department to increase the level of productivity and have better outcomes from the 
change. The additional OR coordinator will solve the absence of the current one 
during vacations and break times and decrease the workload to enable better data 
management in the future. 
 
 As the change is still considered to be in its stage of implementation, it is 
recommended that the organisation starts a process of commitment building that 
sustains change through the implementation into the daily activities of the 
organisation. This process must be viewed from a developmental perspective to 
evolve lasting commitment to change. Figure 7 shows a useful process to achieve 
commitment to an organisational change (Mecca, 2004). It consists of three phases; 
preparation, acceptance and commitment. The preparation phase prepares the staff to 
become aware of the possibility of change. After that the individuals make judgments 
about the change (i.e., “good” vs. “bad”) to form the acceptance phase. The 
commitment phase then demonstrates the worth of the change over time to be 
incorporated into the activities of the organisation.  
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Figure 7 – Stage of change commitment (Mecca, 2004). 
 
5.5. Conclusion 
Patient non-attendance at operating theatres is one of the complicated problems which have 
multi-factorial reasons. Consequently, it results in underutilisation of hospital resources 
which were managed to be available to the absent patient. The increased demand placed upon 
the hospital services was the main motivation of change to maintain a low non-attendance 
rate and maximise the use of resources. This project has employed a precisely weighed 
combination of the previous successful interventions found in the literature to facilitate the 
process of making informed decisions by patients either to attend their appointments or to 
cancel them and hence give a chance of an earlier operation to another patient. Those have 
given the opportunity to the hospital to cover many factors that negatively affect the provided 
services. The project was mainly tackling the importance of improving hospital-patient 
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communication. The benefits were reflected as a better use of hospital resources and 
improved patient education. This was achieved by implementing a patient oriented practice. 
 
The project has provided the patients with the needed preoperative information, given them 
the opportunity to call the hospital if more information or assistance was needed and took this 
place to get a feedback about the provided services. The HSE change model has provided the 
project with a powerful framework through putting great efforts on the initiation stage which 
lead to the involvement of the many groups in the planning stage. It also secured the 
commitment for the implementation and gave an opportunity to perform the continuous 
evaluation which is considered to be the key for the project’s success.  
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& Clark, C.I. (2002). 
Influence of a nurse 
practitioner on non-
attendance rate for 
barium enema. Journal 
of the Royal Society of 
Medicine. 95: 448-449. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Country: UK 
Design:Randomised 
Controlled-Trial 
Methodology: 
Quantitative 
(comparative) study 
comparing two 
groups of patients 
referred for barium 
enema. 
Intervention 
group: patients 
referred from 
colorectal clinic 
accompanied by a 
nurse practitioner to 
the radiology 
department for 
booking, where the 
nurse reiterated the 
details of procedure, 
provided 
information, 
confirmed the 
patient’s contact 
details and provided 
a telephone number 
for further 
assistance.  
Contemporary 
control group: 
patients referred 
from 
gastroenterology 
clinic making their 
own way to the 
radiology department 
and receiving 
information only on 
request. 
Population: 
Patients  
Sample type: 
Comparative 
randomised. 
Representative 
Sample:  
Patients who did 
not attend their 
barium enema 
appointments 
Sample size:  
- Intervention 
group: 157 patients 
(4 DNAs) 
 
- Contemporary 
control group: 110 
patients (17 DNAs) 
 
- Non-attenders 
from the study 
group and 
historical group: 81 
patients (68 were 
contactable by 
telephone and the 
reasons of non-
attendance were 
sought). 
Attendance rate 
was recorded for 
intervention and 
contemporary 
control groups 
 
Reasons for non-
attendance were 
sought by 
telephone 
Attendance 
records  
 
Reasons for non-
attendance were 
sought by 
telephone 
Statistical 
analysis: 
Non-attendance 
rates were 
expressed as 
percentage of 
total booked 
requests. 
Statistical 
analysis was by 
2 test 
Not addressed Not addressed Reasons of 
patients DNAs 
were sought 
Providing 
increased patient 
information and 
a personal 
contact within 
the hospital 
substantially 
improved non-
attendance rates 
with both 
financial and 
practical 
benefits 
Improved 
patient-hospital 
communication 
and providing 
information 
leaflets, along 
with the 
opportunity to 
discuss the 
investigation can 
be expected to 
lessen non-
attendance rates  
The cost of an 
increase in the 
nurse duty and 
printed leaflets, 
which were 
already widely 
available, was 
likely to be 
offset by the 
savings in terms 
of wasted time 
in the radiology 
department and 
also efforts to 
arrange further 
investigations or 
follow-up 
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No. Source 
Study Design & 
Methodology 
Population/ 
Sampling 
Data 
Collection 
Data 
Collection 
Tool 
Data Analysis 
Validity/ 
Reliability 
Ethics 
Theme 1 
(Reasons for 
DNAs) 
Theme 2 
(Interventions) 
Theme 3 
(Preoperative 
information) 
Theme 4 
(Theatre utilisation 
& resources) 
Theme 5 
(Waiting lists) 
12 
Garg, R., Bhalotra, A., 
Bhadoria, P., Gupta, N. 
& Anand, R. (2009). 
Reasons for cancellation 
of cases on the day of 
surgery – A prospective 
study. Indian Journal of 
Anaesthesia. 53(1): 35-
39. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Country: India 
Design: 
Prospective Cross-
sectional 
Methodology: 
Quantitative study 
to find out the 
causes of 
cancellation of 
cases scheduled on 
the day of surgery 
and to suggest 
measures for 
optimum 
utilization of 
operating room 
time. Reasons were 
noted by the 
attending 
anesthesiologist for 
the cancellation of 
the elective 
operating theatre 
bookings over a 6-
month period.   
Population: 
Patients  
Sample type: 
Comparative non-
randomised. 
Representative 
Sample:  
Patients who did 
not attend their 
elective 
procedures. 
Sample size:  
482 patients who 
were cancelled. 
Reasons were 
noted by the 
attending 
anesthesiologist 
for the 
cancellation of 
the elective 
operating theatre 
bookings over a 
6-month period   
Cancellation 
reasons records 
by the 
anesthesiologist 
 
Descriptive 
analysis 
Not addressed Not addressed Reasons for 
cancellations of 
surgical cases 
were sought. 
Patients did not 
turn up was 
16.2% 
The study 
revealed that 
many of the on 
the-day surgery 
cancellations of 
elective surgery 
were potentially 
avoidable.  
- A better 
utilization of 
operating theatre 
would be 
achieved if 
proper 
administrative 
measures are 
taken.  
- All involved 
staff should be 
punctual to 
ensure cases are 
done at planned 
time 
  A late 
cancellation of 
scheduled 
operations is a 
major cause of 
inefficient use of 
operating-room 
time and a waste 
of resources 
 
13 
Shah, H.  & Bourne, 
T.M. (2010). Factors 
influencing poor theatre 
utilization: An objective 
and subjective 
comparison. European 
Journal of 
Anesthesiology. 27(47): 
20.  
 
 
 
 
 
 
 
 
 
 
 
 
Country: UK 
Design: 
Prospective Cross-
sectional 
Methodology: 
Quantitative 
research. 
A 3-month period 
prospective study 
to investigate poor 
theatre start time 
using objective and 
subjective 
methodology.  
Population: 
Patients & staff 
Sample type: 
Randomised  
Representative 
Sample & size:  
Randomised 
patient journeys 
(first cases on 
morning theatre 
lists).  
54 personnel 
participated in the 
questionnaire 
- Highlight 
recurrent issues 
leading to delays 
in the theatre 
starts (using two 
standards: 
patient ready to 
leave surgical 
admission ward 
(20 minutes 
before) and the 
time the patient 
should reach the 
theatre suite (10 
minutes 
before)). 
- Theatre and 
ward staff 
participated in 
the 
questionnaire 
study 
- Delays issues 
recorded 
- Questionnaires 
Descriptive 
analysis 
Not addressed Not addressed  Suggested 
intervention was 
to improve 
patients’ 
attendance of 
pre-assessment 
clinic 
 Theatre wasted 
time can be 
reduced by 
improved 
patients’ 
attendance of 
pre-assessment 
clinic 
 
 
 
 
 
 
 
 
 
RCSI Institute of Leadership  
 
58 
 
 
No. Source 
Study Design & 
Methodology 
Population/ 
Sampling 
Data 
Collection 
Data 
Collection 
Tool 
Data Analysis 
Validity/ 
Reliability 
Ethics 
Theme 1 
(Reasons for 
DNAs) 
Theme 2 
(Interventions) 
Theme 3 
(Preoperative 
information) 
Theme 4 
(Theatre utilisation 
& resources) 
Theme 5 
(Waiting lists) 
14 
Mason, C. (1992). Non-
attendance at out-patient 
clinics: a case study. 
Journal of Advanced 
Nursing. 17: 554-560. 
 
 
 
 
 
 
 
 
 
 
 
Country: Ireland 
Design: 
Prospective case 
study. 
Methodology: 
Qualitative research 
(phenomenological) 
study to explore 
possible reasons for 
non-attendance at 
out-patient clinics 
and highlight 
different 
perceptions held by 
groups of 
professionals and 
defaulters during a 
2-month period 
Population: 
Patients & staff 
Sample type: 
Non-randomized   
Representative 
Sample:  
Groups of 
professionals and 
defaulters  
Sample size:  
11 GPs, 7 doctors, 
6 nurses, 5 clerks, 
and 19 non-
attenders. 
Open-ended 
interviews with 
11 GPs, 7 
doctors, 6 nurses, 
and 5 clerks to 
elicit their 
perceptions of 
why patient 
default. 1 week 
observation at 8 
out-patient 
clinics. Semi-
structured 
interviews with 
19 defaulters 
- Open-ended 
interviews 
- Observation 
- Semi-structured 
interviews 
Descriptive 
analysis 
Not addressed Not addressed Reasons for non-
attendance were 
sought and 
found to be 
multifactorial 
Other studies 
mentioned, 
showed that 
short interval to 
appointment 
enhance 
attendance, as 
do postal, 
telephone 
reminders and 
proper 
cancellation of 
appointments by 
patients 
   
15 
Haufler, K. & 
Harrington, M. (2011). 
Using nurse-to-patient 
telephone calls to reduce 
day-of-surgery 
cancellations. AORN 
Journal. 94(1): 19-25. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Country: USA 
Design: 
Prospective 
Randomised 
Controlled-Trial 
Methodology: 
Quantitative study 
to decrease the day-
of-surgery 
cancellation by 
targeting the factors 
that can be easily 
affected by low-
cost intervention of 
teaching during a 6-
month period 
Population:  
Patients 
Sample type:  
Non-randomized 
Representative 
Sample:  
Patients booked for 
surgery 
Sample size:  
2124 patients  
A nurse calls the 
patient 3 business 
days before the 
scheduled 
surgery to 
educate him/her 
by a script about 
preoperative 
policies and 
preparedness and 
follow up with 
other team about 
patient’s 
particular needs.  
A secretary calls 
a day before 
surgery to 
reiterating same 
information. 
Reasons for 
cancellation were 
recorded 
Telephone calls Statistical 
analysis 
Not addressed Not addressed Reasons for 
cancellations 
were audited 
before the study 
and one reason 
was added to 
those after the 
study which is 
lost messages 
from patients to 
clinic schedulers 
Scripting and 
advance calls by 
nurses are 
effective way to 
communicate to 
patients the 
reasons for 
preoperative 
restrictions and 
the 
consequences of 
not following 
them 
Communicate 
important 
preoperative 
information to 
patients and 
address any 
questions or 
concerned 
reduced daily 
cancellation rate 
by 53% 
Reducing the 
number of day-
of-surgery 
cancellations 
saved an 
estimated 
$102,983, 
increased patient 
satisfaction 
scores, and 
increased the 
usage of ORs 
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Appendix 2 – General Orientation Program 
 
 
 
Time Topic Presented by: 
08:30 – 09:00 am Registration 
09:00 – 09:15 am Medical Ethical Issues XXXXXXX 
09:15 – 09:45 am Infection Control XXXXXXX 
09:45 – 10:00 am Safety & Security XXXXXXX 
10:00 – 10:15 am Personnel Department XXXXXXX 
10:15 – 10:30 am Quality Management XXXXXXX 
10:30 – 10:45 am IT Department XXXXXXX 
10:45 – 11:00 am Signing the completion of the General Orientation Program 
 
Kindly note the following:  
 Kindly register your name with the coordinator 
 Fill in the survey form 
 Sign the attendance form 
 Take your copy of the Hospital Manuals & brochures 
 
Thank you for your attendance 
 
 
 
 
General Orientation Program 
International Recruitment Office 
Personnel Department - 2012 
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Appendix 3 – General Training Program  
 
 
 
Period 
Department 
or Unit 
Place &  
Tel. Ext. 
Training topics 
Training 
Coordinator 
1 day 
Quality 
Management  
Building 1 
Level 4  
(Ext. 1474) 
- Hospital’s Vision, Mission, and Objectives. 
- Quality Department & teams, Accreditation 
Canada, and KPIs & ROPs. 
- Quality Magazine. 
- How to open a new patient Medical 
Record? 
XXXX 
3 days 
Information 
Technology 
(IT) 
Building 4  
Level 3  
(Ext. 4326) 
- Health Information System (HIS) 
- Electronic Health Records (EHR) 
- Create an email account 
- Hospital’s Website  
- University’s website and electronic services 
- SMS services 
XXXX 
5 days Out-patient 
Building 1  
Level 1  
(Ext. 1162 - 
1193 - 1243) 
- Ophthalmology Clinics 
- ENT clinics 
- Pre-Hospitalisation Clinic 
XXXX 
XXXX 
XXXX 
3 days 
Admission 
appointments 
Building 1  
Level 2  
(Ext. 1061) 
- The admission booking for Ophthalmology 
& ENT patients 
- How to call the patient 
XXXX 
5 days Secretaries 
Building 1 
Level 4  
(Ext. 1426) 
- How to prepare the daily admission and OR 
lists 
- Who needs to have a copy? 
XXXX 
3 days 
Admission 
Office 
Building 1 
Level 1 
(Ext. 1150) 
- How to use the admission system? 
- How to distribute the patients to the 
different wards? 
XXXX 
3 days 
Operating 
Theatre 
Building 1  
Level 2 
(Ext. 1210) 
- Essential information about the OR. 
- How to prepare surgical census? 
XXXX 
 
For more information, please contact the training coordinator (XXXX) at Ext. 1405. 
 
 
Thank you 
 
 
 
 
 
 
General Training Program  
(OR Coordinator) 
Office of the Medical Director - 2012 
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Appendix 4 – Flow Chart of Admission Process 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Ophthalmology Clinic  
Booking for surgery 
Admission Office  
for admission appt.  
Health Educator  
Complete assessment 
form & other 
instructions 
 
 Medical 
Problems 
Yes 
  
Yes 
No 
  
No 
Give Lab requests with 
instructions to do 
investigation before date of 
appt. only for outside Riyadh 
& Appt. to see Anesthetist 
Appt. to see 
Medical 
specialist 
Start 
Appointments desk  
Home 
First Visit 
Reception desk –  
Pre-hospitalization clinic 
Check vital signs  
and register 
Medical Specialist 
examination 
Give investigations 
appt. to come and 
review 2-5 days  
  
Start 
Second Visit 
Home 
Report to Pre-hospitalization clinic  
to review results/ consultation 
If FIT? 
Visit Pre-hosp. 
clinic  
ONE DAY 
prior to 
admission 
Health 
Educator 
Pharmacy 
 Another appt. 
with the doctor 
Third Visit 
Start 
Yes 
  
Yes 
No 
  
No 
Home 
Fourth Visit 
Proceed to ward 
Follow the ward  
nurse instructions Start 
Day 
Case 
  
Yes 
Admission 
Case 
  
Yes 
 
If Day Case: day of surgery  
  
Yes 
If Admission Case: day of admission  
  
Yes 
Start 
Medical/ Anaesthesia 
Clinic 
Admission  
Office  
 
Ward 
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Appendix 5 – Redesigned Flow Chart of Admission Process 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Ophthalmology Clinic  
Booking for surgery 
Admission Office  
for admission appt.  
Health Educator  
Complete assessment 
form & other 
instructions 
 
 Medical 
Problems 
Yes 
  
Yes 
No 
  
No 
Give Lab requests with 
instructions to do 
investigation before date of 
appt. only for outside Riyadh 
& Appt. to see Anesthetist 
Appt. to see 
Medical 
specialist 
Start 
Appointments desk  
Home 
First Visit 
Reception desk –  
Pre-hospitalization clinic 
Check vital signs  
and register 
Medical Specialist 
examination 
Give investigations 
appt. to come and 
review 2-5 days  
  
Start 
Second Visit 
Home 
Report to Pre-hospitalization clinic  
to review results/ consultation 
If FIT? 
Visit Pre-hosp. 
clinic  
ONE DAY 
prior to 
admission 
Health 
Educator 
Pharmacy 
 Another appt. 
with the doctor 
Third Visit 
Start 
Yes 
  
Yes 
No 
  
No 
Home 
Fourth Visit 
Proceed to ward 
Follow the ward  
nurse instructions Start 
Day 
Case 
  
Yes 
Admission 
Case 
  
Yes 
 
If Day Case: day of surgery  
  
Yes 
If Admission Case: day of admission  
  
Yes 
Start 
Medical/ Anaesthesia 
Clinic 
Admission  
Office  
 
Ward 
OR coordinator - Provide patient 
guidance & preoperative information 
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Appendix 6 – Day Case Information Booklet 
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Appendix 7 – Job description  
  
Department : 
 
Nursing Dept. 
 
Unit: 
 
Ophthalmology 
 
Job Description Number: 
 
ND-JD-II-001 
Job Title: 
OR Coordinator 
Issue Date: Nov 2011 Prepared/Revised by:       Date: Feb. 2012 
 
XXXXX XXXXX 
Revision Date Feb 2012 
Effective Date Feb 2012 
Due for Revision on: Feb 2015 
Reviewed by:                                         Date: 
 
Quality Management Department 
Authorized by:                                 Date: 
 
Department Head 
Authorized by:                   Date: 
 
Medical Director  
Authorized by:                                      Date: 
 
 
Vice Dean for Quality & Development Affairs 
Authorized by:                                 Date: 
 
 
Vice Dean University Hospital Affairs 
Approved by:                     Date: 
 
 
Dean of College 
 
1.0    Organizational Relationship:  
 
1.1 Reporting to: Head Nurse in the Ophthalmology Clinics and Operating 
Room, ADON Specialty Clinics/O.R. and DON 
1.2 Responsible for: Coordination of the OR appointments and to 
communicate with patients, scheduling and re-scheduling 
appointments for clinic visits and maintaining standby patient list. 
1.3 Liaises with: Head Nurse: Ophthalmology Clinics/Surgeons/Operating 
Room and Health Educators in the Pre-Hospitalization Clinic. 
 
2.0  Job Summary:  
 
2.1 To assume responsibilities regarding expediting the OR appointments, 
scheduling surgical patients appointments appropriately & preparing 
standby lists. 
 
3.0 Duties & Responsibilities:  
 
3.1 Daily Booking of the patients for OR and keep updated list of patients 
with contact information. 
3.2 Coordinate the OR Appointments and direct the patients regarding the 
admission procedures and remind the patients of their appointment.  If 
a patient is unable to keep the appointment, the OR Coordinator is to 
replace him /her with another patient from the waiting list at the 
appropriate time. 
3.3 Explain to the patient the process of admission and provide them the 
instructions with admission flow chart after ensuring that they have all 
the admission papers.  
3.4 Communicate with the patient to confirm the admission appointment. 
3.5 Maintain waiting lists for replacement of patients who will not be fit or 
able to report for surgery  
Hospital Name  
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3.6 Substitute and replace from the waiting list, with a suitable patient who 
is appropriate for the procedure, in coordination with the surgeon. 
3.7 Coordinate with surgeons to schedule new appointments for the 
cancelled patients. 
3.8 Call patients in case of cancellation of appointments upon approval and 
according to the official hospital procedures. 
3.9 Maintain records and correspondence files. 
3.10 Assist in data collection for patients’ statistics. 
3.11 Participate in the hospital committees as assigned 
3.12 Participate in the hospital improvement plans related to quality. 
3.13 Maintain confidentiality of patients’ information. 
 
4.0 Education/Licensure: 
  
4.1 Diploma of Hospital Administration/ Diploma in Secretary or related 
study  
 
5.0 Professional Experience: 
   
5.1 Experience in a similar job or experience as a medical secretary at least 
for 2 years. 
6.0 Specialized Knowledge: 
 
6.1 Statistical precision 
6.2 Good skills in typing 
6.3 Basic Knowledge of Medical terminology  
6.4 Ability to communicate efficiently with patients of all ages. 
6.5 Knowledge of Arabic and English. 
6.6 Demonstrate effective interpersonal skills 
6.7 Demonstrate leadership ability, as well as ability to solve problem and 
make decisions effectively. 
 
7.0 Condition:  
 
7.1 Assignment will be rotated between Ophthalmology & OR designated 
areas as scheduled by Nursing Department. 
 
7.2 This job description is subject to periodic review and may be changed 
at any time in consultation with the employee. 
 
 
               Signature of Employee:      _______________________________________       
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Appendix 8 – Detailed training guidelines   
Guidelines for the Ophthalmology OR coordinator: 
 
The OR coordinator is playing a key role in: 
1. Communicating the important preoperative information to the patients (patient 
guidance). 
2. Reconfirming surgical appointments (telephone & SMS reminders). 
3. Liaising with the consultants about the cancelled patients and rescheduling 
appointments.  
4. Data management. 
 
1. Patient guidance: 
 
Patients in whom an ophthalmic surgery is requested will be directed by the clinic nurse to 
the OR coordinator whose role is: 
a) He/she will confirm the patient's contact details and provide his/her telephone 
number so that further information or assistance could easily be obtained.  
b) Guide the patient to the places he/she will visit during the admission pathway by 
showing him/her pictures of those places in a form of pictures book. 
c) Inform the patient about the importance of calling the OR coordinator if he/she 
will not be able to attend. 
d) Provide each patient with supplementary written information in a form of booklet 
(see appendix) and tell him/her "If you do not attend this appointment your 
surgery may be cancelled".  
e) Patients who are booked for surgeries from the ER during the working hours will 
be referred to the OR coordinator for guidance but, if after working hours, ER 
nurses will get the patient contact details and provide him/her with the 
supplementary written information booklet.  
 
 
2. Telephone reminders: 
 
a) The OR coordinator will call the patient to reconfirm the anesthesia, admission 
and surgery appointments. If no answer, a text message will be sent as a reminder 
with providing a telephone number to call the hospital and confirm attendance. If 
patient will not be able to come, he/she will inform the surgeon to replace the 
patient from the standby list where he/she will also make sure that the replaced 
patient is ready.  
b) Patients will be informed if any cancellation or rebooking is needed for any 
hospital related reason. 
 
3. Liaise with surgeons about the cancelled patients and rescheduling 
appointments: 
 
The Ophthalmology Department has 16 surgeons. Each surgeon has his/her own admission 
and surgical day. The OR coordinator is asked to provide each surgeon with a list of 
confirmed patients for surgeries and this list has to be provided during the clinic prior to the 
surgical day of each surgeon. He/she will be able to prepare this list by performing the 
telephone reminders task.  
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Following is an example: 
 
Surgeon's Name:    ……………………………. 
Date of admission: ……………………………. 
Date of surgery:     ……………………………. 
SN 
Patient 
Name 
Patient 
No. 
Age Ward 
Diagnosis/ 
Procedure 
Anes. Confirmed 
No 
answer 
Wrong 
contact 
details 
Cancelled Postpone 
For 
rescheduling 
1 XXXX 00-00-00 00 7A XXXX LA √      
2 XXXX 00-00-00 00 7B XXXX GA  √     
3 XXXX 00-00-00 00 5A XXXX LA    √   
4 XXXX 00-00-00 00 5B XXXX GA   √    
5 XXXX 00-00-00 00 7A XXXX LA     √  
6 XXXX 00-00-00 00 5B XXXX GA      √ 
  
The surgeon will replace the patients who are not being able to attend for any reason as 
follows: 
 
Option 1:  
Patients will be replaced from the previously ready patients. In this case, the OR coordinator 
will need to call the previously booked patients to inform them about the rescheduling and 
confirm their attendance. If they are not able to attend, he/she will need to inform the surgeon 
again to find other patients. 
 
Option 2:  
 A ready patient from the clinic will be booked. This patient will be guided as mentioned in 
the patient guidance task. 
 
 
4. Data management: 
 
The OR coordinator has to make sure that all data about the patients booked for surgeries is 
managed (paper filing and electronic data entry). This needs the following: 
 
a) Daily update of the OR schedule for each surgeon (electronic data entry). 
b) Daily update of the patients' contact details he/she obtained from the guided patients 
(paper filing and electronic data entry). Receive the patients contact details which 
were given in the ER and enter their data into the electronic database.  
(Note: These contact details will be also provided on a daily basis to the Patient 
Relations Department to be updated in the HIS). 
c) Receive a daily list from the Operating Theatre which shows the attendance of each 
patient and enter them in the electronic database of each surgeon. This helps in 
creating censuses of NO-SHOWs, CANCELLATIONS, and POSTPONMENT. 
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d) Obtain daily admission and OR lists from the secretaries section and make sure no 
missing patients in the OR coordinator's electronic database.  
e) Receive a daily list of pre-hospitalization appointments from the Health Educator and 
perform the data entry to the electronic database. This helps in having full details 
about all appointments given to the patients when calling for attendance 
reconfirmation.  
f) Receive a daily list of patients results (normal, postpone, cancelled, and no-show) 
from the pre-hospitalization clinic and enter them to the electronic database. This 
saves the OR coordinator’s time not to call patients who are not fit for surgeries and 
also prevents miscommunication between the hospital and the patient. 
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Appendix 9 – Patient’s data form 
 
 
خيراتلا................................................................ :Date:  
 
 مقر  لجسلا
يبطلا 
File no. 
 
ضيرملا مسإ 
Patient Name 
 
 
        
لزنملا فتاه مقر 
Tel. no. 
 
 
        
ضيرملا لاوج مقر 
Mobile no. 
 
 
        
 دحأ لاوج مقر
براقلأا 
Other no. 
 
 
O Day Case 
O Admission 
Doctor’s Name: ……………………………………………………………… 
Diagnosis & Sx: ……………………………………………………………… 
Admission appt.: ……………………………………………………………… 
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Appendix 10 – Pictures book 
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Appendix 11 – Daily list of pre-hospitalisation clinic appointments 
 
.........../...../..... Date: ................. Day:  
Appointment type Appointment Date File Number Patient Name SN 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 Anesthesia 
 Medical 
 No appointment 
   
 
 
 
 
 
 
Instructions: 
The form was created to be used for the appointments given to the patients in order for the OR Coordinator to reconfirm 
the Pre-Hospitalization clinic appointments by calling the patients. 
Please send to OPHTHALMOLOGY OR COORDINATOR (Ext. 1146) 
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Appendix 12 – Daily list of investigations results 
 
Day: ………………..  Date: …../……/………. 
Result Type of visit File Number Patient Name SN 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 Postponed 
 Cancelled 
 Normal 
 No-show 
 Anesthesia 
 Medical 
  
 
 
 
 
 
 
 
 
Instructions:  
This form was created to be used by the Pre-Hospitalization Clinic. It will be sent to the OR Coordinator on a daily 
basis to make it clear about the results of patients and create an opportunity to rebook other patients form the waiting 
lists. This will also make the job easier for the surgeon to select the patients who are fit for surgery if rebooking is 
needed. 
Please send to OPHTHALMOLOGY OR COORDINATOR (Ext. 1146) 
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Appendix 13 – Leader’s performance evaluation  
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Appendix 14 – Patients’ feedback about the preoperative experience 
 
We are interested in your ideas to change or improve the patient's pathway through the surgical 
appointment, and planning to use what we learn from you to improve the surgical service. A 
stamped envelope is attached for you to send your feedback to the concerned department at the 
day of your surgery (please give the envelope to the ward nurse upon your arrival). 
Question 1: How did you find our service? We would be happy to hear from you if any negative 
or positive feedback.  
Answers: 
Patient 1. The appointments are accurate. 
Patient 2. The number of physicians has increased. 
The hospital has provided the patients with a guidance service 
Sending text messages to remind the patients about their appointments cancel or 
reschedule them.  
Patient 3. Excellent service but the appointment is my main problem for example, I am waiting 
to have a call or SMS about the appointment since the month of 6, 2011 which made 
me wait a lot.  
Patient 4. I would like to thank the management, physicians and nurses for providing excellent 
health services. 
Patient 5. The answer is not related to the question! 
Patient 6. High quality service.  
Patient 7. The health service is excellent but we have a problem with the appointment 
scheduling  
Patient 8. Excellent, good patient communication with high quality services. The only problem 
is the waiting time. 
Patient 9. High quality service.  
Patient 10. I touched the hospital’s concern about the patient when the health providers were 
trying to get the most accurate investigations and diagnosis for me. It was clear that 
the physicians are sharing consultations before getting the decision to perform the 
surgery.  
Question 2: What can be changed to make it easier for people to attend their surgical 
appointments?  
Answers: 
Patient 1. The current situation is excellent.  
Patient 2. None  
Patient 3. The hospital has to consider that losing vision is a critical problem for the patient as it 
affects his daily and work life. 
Patient 4. The answer is not related to the question! 
Patient 5. The answer is not related to the question! 
Patient 6. None 
Patient 7. None 
Patient 8. None 
Patient 9. Increase the number of health providers to solve the problem of long waiting times. 
Patient 10. I suggest having a better appointment scheduling and waiting time management 
because the waiting list is too long.  
 
